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ABSTRACT
Non-suicidal self-injury (NSSI) has been increasing in clinical as well as non- 
clinical populations in recent years. There are few published reports of the investigation 
of this behavior in the transgender community. An online and paper and pencil survey 
was administered to transgender individuals over the course of six months. A total 977 
people responded to the survey. Results indicated that 41.8 percent of the participants 
have a history of engaging in non-suicidal self-injury. Self-injury rates were significantly 
higher among female-to-male (FTM) participants than among male-to-female (MTF) 
participants. Further, individuals who have been prevented from transitioning were more 
likely to engage in self-injury than those who have not been prevented. Results support 
the idea that those who engage in self-injury have, or could have co-occurring mental 
health concerns, specifically anxiety and depression. Additionally the constructs of 
protection and feeling from the Body Investment Scale were found to be predictive of 
self-injury in the transgender community.
These research findings shed new light on the patterns and prevalence of NSSI in 
the transgender population and will inform the practice of mental health professionals 
who work with transgender clients. Limitations of the study include the use of the 
Internet for survey research and the self-report study design.
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CHAPTER I
INTRODUCTION AND LITERATURE REVIEW
Since the time that Christine Jorgensen transitioned from male-to-female in the 
1950s, transgenderism has become more visible in Western society. However, increased 
visibility has not necessarily resulted in increased acceptance. Many transgender 
individuals face challenges as they fight for civil rights. In addition to civil rights issues, 
some transgender people grow up with a feeling that they are in the wrong body, a feeling 
that often leads to significant internal stress. When this is compounded with societal 
opposition and/or marginalization the burden can be overwhelming. One way to relieve 
that stress and strain for some people is to engage in self-injurious behavior (Klonsky, 
2007). It is this type of behavior that was examined in this research project. The 
published reports of this behavior in the transgender community involve case studies. 
There have been no empirical studies of self-injury among transgender people.
This study is guided by several questions: (a) To what extent do transgender 
people engage in self-injury? (b) Does self-injury diminish or vanish when a transgender 
person is allowed by a mental health professional to transition? (c) Does a transgender 
person use self-injurious behavior as a means for managing emotions? In addition, this 
study provides a framework for understanding the impact that self-injurious behavior has 
on the transgender person.
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The paper begins with a thorough examination of the literature related to both 
NSSI and issues of relevance in the transgender population. The first section examines 
non-suicidal injury and its prevalence in the general community. This is followed by 
information about transgender and transsexual individuals, including information about 
the Gender Identity Diagnosis (APA, 2000) and the Standards of Care as published by the 
World Professional Association for Transgender Health (Meyer et al., 2005). The final 
section examines the scant literature that addresses non-suicidal self-injury in the 
transgender community.
Non-Suicidal Self-Injury
Non-suicidal self-injury (NSSI) has become a problematic treatment concern for 
mental health professionals. Based on a recent literature search in PsycINFO, articles on 
the topic of self-injury first appeared in the 1930s. A total of 164 articles were published 
on this topic through the end of the 1960s. Since that time publications have dramatically 
increased. In 2008 alone, 99 articles were published. This increased attention has resulted 
in clearer definitions of NSSI, initial prevalence rates, theorized functions of NSSI, and 
diagnostic considerations for clinical application.
Definitions o f NSSI
Non-suicidal self-injury (NSSI) has had a variety of meanings. Terms that have 
been used in the literature include self-mutilation, auto-castration, self-injurious behavior 
(SIB), self-inflicted injury, deliberate self-harm, and NSSI (Crowell et al., 2008; Favazza, 
1998; Klonsky & Muehlenkamp, 2007; Prinstein, 2008; Sockalingam & Stergiopoulos, 
2005; Suyemoto, 1998). For the purposes of this study, non-suicidal self-injury will be 
used.
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Simpson (2001) has defined self-injurious behavior as three types of self- 
mutilation: (a) superficial or moderate, (b) stereotypic, and (c) major. Superficial self- 
mutilation is often seen in individuals who have been diagnosed with a personality 
disorder, such as Borderline Personality Disorder. Stereotypic self-mutilation is that 
which is most commonly seen in individuals with developmental disorders such as 
autism. Major self-mutilation involves amputation of body parts (e.g., limbs or genitalia) 
and is most often associated with severe pathology. Simpson also breaks self-mutilation 
into the two dimensions of non-dissociative and dissociative. According to Simpson, 
dissociative self-mutilation is more commonly seen in people who have suffered from 
childhood abuse and trauma. On the other hand, non-dissociative individuals had a 
childhood in which the role in the family was that of caretaker. Early in life these 
individuals learned to turn their anger inward which was then manifested in self- 
mutilative behavior. Self-mutilating definitions are useful for understanding some of the 
clinical manifestations of self-injurious behavior. Given that the sample in the current 
study was not assumed to be a clinical sample, definitions that speak to more general self- 
injurious behavior were identified as more appropriate.
Klonsky (2007), Klonsky and Muehlenkamp (2005), and Prinstein (2008) all give 
the same definition of NSSI, specifically “the intentional destruction of body tissue 
without suicidal intent” (Klonsky & Muehlenkamp, p. 1045). Muehlenkamp (2005) 
reports that 33 different terms have been used to describe NSSI. This lack of agreement 
has created a challenge for researchers and clinicians since the diverse definitions have 
made it difficult to set out clear parameters for the study of this syndrome.
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The terms for self-injury can be classified into the categories of: (a) suicidal, (b) 
non-suicidal, (c) direct, and (d) indirect (Favazza, 1996). For the purposes of this paper, 
the focus will be on those behaviors that are non-suicidal and direct. Non-suicidal acts of 
self-injury are those behaviors that are not intended to cause death and may be used as a 
means of affect regulation, punishment, to control racing thoughts, or to ease tension 
(Muehlenkamp, 2005). Direct self-injury is described by Favazza (1996) as occurring 
over a limited period of time in which the person is aware of the behavior and the intent 
to cause harm.
There are several typical methods of direct self-injury. These include cutting, 
burning, severe scratching, hitting, and interfering with wound healing (Favazza, 1998; 
Klonsky, 2007; Muehlenkamp, 2005). These methods are generally not suicidal gestures. 
Favazza (1998) also refers to injurious behaviors that are “culturally sanctioned” (p. 259). 
These behaviors include tattooing, piercing, and healing rituals. Current literature does 
not include these culturally sanctioned behaviors as being self-injurious. For the purposes 
of this study, NSSI will be considered any direct and intentional destruction of body 
tissue without suicidal intent and exclusive of tattooing, piercing, or healing rituals. 
Accordingly, the incidence of NSSI will be measured using the Inventory of Statements 
about Self-Injury (ISAS; Klonsky & Glenn, 2009).
Prevalence o f NSSI
Estimates of NSSI vary considerably. Muehlenkamp (2005) reports rates between
400 and 1,400 cases per 100,000 annually. These estimates are based on the work of
Favazza (1998) and Pattison and Kahan (1983). The incidence of self-injury has
increased dramatically since the 1960s (Suyemoto, 1998). Self-injury usually begins in
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adolescence (Klonsky & Muehlenkamp, 2007) and lasts for as many as 10 to 15 years 
(Muehlenkamp, 2005). Researchers have seen an increased prevalence of NSSI among 
college students (Gratz, 2001). Early reports cited rates as low as 12 percent in college 
students. Gratz found that 37 percent of the students in her sample had a history of NSSI, 
and Whitlock, Eckenrode, and Silverman (2006) found a lifetime prevalence of 17 
percent. Equally troubling in the results of Gratz’s study is the fact that 15 percent of 
college students reported having engaged in NSSI more than 10 times, and 10 percent 
reported more than 100 NSSI incidents.
Many of the prevalence studies that have been conducted regarding NSSI used 
participants who were young adults or adolescents. Four studies used adult or young 
adults samples (Briere & Gil, 1998; Gratz, Conrad, & Roemer, 2002; Klonsky, Oltmanns, 
& Turkheimer, 2003; Whitlock et al., 2006). The lowest prevalence rates were seen a 
group of military recruits (Klonsky et ah, 2003) with a prevalence rate of four percent. 
Briere and Gil (1998) compared a community sample to a clinical sample with a total of 
927 participants. The community sample had a prevalence rate of four percent. The 
clinical sample in this study had a prevalence rate of 21 percent.
It has commonly been reported that women are more likely to engage in self-
injurious behaviors than men (Boudewyn & Liem, 1995; Simpson, 2001; Suyemoto,
1998). Recent research has not been supportive of that belief (Brown, Williams, &
Collins, 2007). In fact, researchers are beginning to find that there is little difference in
the prevalence rates between men and women (Briere & Gill, 1998; Klonsky et ah, 2003).
One of the reasons why NSSI may be associated more often with women is that NSSI is
one of the diagnostic features on Borderline Personality Disorder (BPD) in the
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Diagnostic and Statistical Manual o f Mental Disorders (DSM-IV-TR; American 
Psychiatric Association [APA], 2000). According to the DSM-IV-TR, 75 percent of the 
people diagnosed with BPD are women. Some authors have referred only to women 
(Graff &Mallin, 1967).
Studies of NSSI have been conducted in a number of western countries. This 
includes the United States, Canada, Great Britain, Sweden, Germany, and Belgium. 
Reports of NSSI in Canadian samples have ranged from 12 to 42 percent (Heath, Toste, 
Nedecheva, & Charlebois, 2008; Ross, Heath, & Toste, 2009). In Europe the lowest rates 
have been seen in Great Britain (13 percent; Hawton, Rodham, Evans, & Weatherall, 
2002) and the highest have been seen in Sweden (66 percent; Lundh, Karim, & Quilisch, 
2007). European studies have shown a wide range of NSSI prevalence. One study that 
compared a U.S. sample to a German sample showed no statistically significant 
difference in the samples even though the rates of self-injury were higher in the European 
sample (Plener, Libal, Keller, Fegert, & Muehlenkamp, 2009). Many of the European 
studies have been conducted with in-patient samples whereas U.S. studies have included 
in-patient, out-patient, and general population samples (Claes, Vandereycken, & 
Vertommen, 2007; Gratz, 2001).
Functions o f NSSI
There are some generally accepted functions of self-injury. Perhaps the most 
comprehensive examinations of the functions of NSSI have been proposed by Suyemoto 
(1998) and Klonsky (2007). To better understand the general functions of NSSI, the two 
schemas developed by Suyemoto and Klonsky will be examined, with specific attention
paid to the differences and similarities in these two models.
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Snyemoto. Suyemoto’s (1998) work was one of the first efforts to describe the 
functions of the self-injury. She consistently uses the term self-mutilation as opposed to 
self-injury or self-harm. Unlike other authors, Suyemoto does not give a succinct 
definition of self-mutilation. She describes self-mutilation by taking into account the 
directness of the behavior, social acceptability, number of episodes, the degree of 
damage, and the intent or psychological damage. One of the reasons it has been so 
difficult to describe the functions of self-mutilation is that it often serves more than one 
purpose for a person. In this way it can be referred to as an “overdetermined behavior” 
(Suyemoto, 1998, p. 531).
Suyemoto (1998) describes four categories of self-mutilation: (a) environmental, 
(b) drive, (c) affect regulation, and (d) interpersonal. Within those categories there are six 
functional models as depicted in Table 1. The environmental model is focused on the 
interaction between the person and his or her environment. A behaviorist would look at 
this model and explain that the self-injurer is reacting to the environment, which has 
conditioned the person to expect being injured. The person has learned to associate 
emotional pain with physical pain. This conditioning typically occurs in the family of 
origin. Self-mutilation becomes a learned behavior in that the need for the behavior is 
conditioned by the person’s environment (Allen, 1995; Bennum, 1984; Offer & Barglow, 
1960; Podovoll, 1969). The individual learns to manage the stresses of life through the 
use of self-injury, and without self-injury the individual does not have the skills to cope 
with life stresses.
There are two drive models: (a) anti-suicide and (b) sexual. Both of these models
are rooted in psychoanalytic theory. As such, they attempt to explain “self-mutilation as
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an expression or repression of life, death, and sexual drives” (Suyemoto, 1998, p. 540). 
Most authors believe that self-injury is not a suicide attempt (Klonsky, 2007; 
Muehlenkamp, 2005; Muehlenkamp & Gutierrez, 2004; Suyemoto, 1998; Walsh, 2006). 
Some people who engage in self-injury use it as a way to avoid suicide. Instead of being a 
suicide attempt it can serve as an active attempt to cope with challenges rather than 
killing oneself (Firestone & Seiden, 1990; Himber, 1994). In this way, self-mutilation is 
seen as a compromise between the drives for life and death. The individual gives in to the 
desire to cause injury but uses this as a means to cope with thoughts of suicide.
Table 1. Suyemoto’s Functional Model of Self-Mutilation.
Category Functional model Theoretical roots
Environmental Environmental Behavioral & Systemic Theory
Drive Anti-suicide Psychoanalytic
Sexual Psychoanalytic
Affect Regulation Affect Regulation Ego & Self-Psychology
Dissociation Ego & Self-Psychology
Interpersonal Boundaries Self-Psychology & Object Relations
According to Suyemoto (1998), the sexual model applies primarily to women.
This is due in part to the link that self-injury has to the beginning of menses for some 
people (Doctors, 1981; Rosenthal, Rinzter, Wallsh, & Klausner, 1972; Simpson, 1975). 
The sexual model proposes that since NSSI is not present prior to puberty that the reasons 
for NSSI must be sexual in nature. NSSI is considered a response to experiences of 
sexual abuse, an attempt to control sexual maturation, or a means of sexual gratification.
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In regard to the latter, NSSI is seen as a means for obtaining sexual gratification and at 
the same time punishing oneself for sexual feelings (Daldin, 1988; Doctors, 1981;
Woods, 1988).
The affect regulation models are affect regulation and dissociation. These models 
are based on ego psychology to the extent that they help an individual “express and 
contain affect and need” (Suyemoto, 1998, p. 542). Affect regulation refers to both 
expressed emotions (Himber, 1994) and to helping the individual feel as though he or she 
has control over a situation (Allen, 1995; Chowanec, Josephson, Coleman, & Davis,
1991; Himber, 1994). These emotions are usually related to anger and abandonment. In 
some cases the self-injurious act is preceded by abandonment (real or imagined). 
Dissociation as a function of self-injury can be used both to help the person disconnect 
from emotional experiences as well as to bring the person back from a dissociative 
experience (Herpertz, 1995; Pao, 1969; Simpson, 1975). This model is also based in self­
psychology as it relates to a person’s internal experiences as opposed to how he or she 
might relate to others.
The final category in Suyemoto’s model is interpersonal and the model associated 
with this category is boundaries. This model focuses “on the need to affirm the 
boundaries of the self’ (Suyemoto, 1998, p. 546). Abandonment (perceived or real) is a 
key aspect of this model (Carroll, Schaffer, Spensley, & Abramowitz, 1980; Simpson & 
Porter, 1981; Walsh & Rosen, 1988). The self-injurer feels abandoned and will hurt him 
or herself as a way to establish a boundary. The skin is seen as the ultimate boundary 
between the self and another.
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Suyemoto’s model for understanding the functions of self-mutilation covers a 
wide range of situations. Her work addresses individuals who have experienced abuse, 
affect regulation, and abandonment. These concepts are considered important features of 
the functions of self-injury. Unlike other authors, Suyemoto attempts to explain self- 
injury through the lens of various psychological theories. This examination is heavily 
weighted toward psychoanalytic theory. With the exception of the environmental 
approach, each model had some association with psychoanalytical theory.
Klonsky. Klonsky (2007) describes seven possible functions of self-injurious 
behavior: (a) affect-regulation, (b) anti-dissociation, (c) anti-suicide, (d) interpersonal 
boundaries, (e) interpersonal-influence, (f) self-punishment, and (g) sensation-seeking. 
The following section examines each of these functions in further detail. Klonsky arrived 
at these functions by conducting a meta-analytical study of research that examined the 
motivations for self-injury. A total of 18 studies were included in Klonsky’s review.
Affect-regulation. This function is used in one of two ways. It can be used to 
“alleviate acute negative affect or affect arousal” (Klonsky, 2007, p. 229). This is similar 
to Suyemoto’s (1998) affect regulation model. Individuals who use self-injury for this 
purpose are considered to have been raised in a setting where there was little or no 
modeling of emotional regulation. Because of this, the person learned to manage 
emotions by hurting him or herself. Klonsky states that it is unclear how this works 
though it has been suggested that psychological (Brown, Comtois, & Linehan, 2002; 
Suyemoto, 1998) or biological (Russ, Roth, Kakuma, Harrison, & Hull, 1994) 
mechanisms may be at work. NSSI can also become a maladaptive affect management
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strategy. It is unclear whether this type of affect management has psychological or 
biological mechanisms at work.
Anti-dissociation. This method is also referred to as feeling generation. For people 
who experience periods of dissociation, which can be due to the absence of loved ones 
(Gunderson, 1984), NSSI is often used as a means of getting in touch with the self. This 
is sometimes referred to as a means for helping the individual feel alive again.
Anti-suicide. This function is used for the purpose of avoiding suicidal behavior. 
Klonsky (2007) states that NSSI may be used as a call for help in some situations.
Himber (1994) reported that one patient used cutting as a means of thwarting a possible 
suicide attempt. The patient stated, “ ... if I don’t cut for a long, long time then I end up 
overdosing” (p. 622). The patient was clear in stating that the cutting behavior was not 
suicidal even though others expressed concerns to that regard.
Interpersonal-influence. This function is reported to be an attempt to influence 
people (Chowanec et al., 1991; Podovoll, 1969). This is cry for help from loved ones and 
people in authority positions. The self-injurer may or may not be aware that this motive is 
at play in their behavior. According to Klonsky (2007), reinforcement by other people for 
this function of NSSI has not been clearly shown as a motive. It is possible that those 
who engage in NSSI are unaware of the reinforcement of self-injurious behavior.
Interpersonal boundaries. This model draws from object-relations theory. It is 
stated that the self-injurer is suffering from “insecure maternal attachments” (Klonsky, 
2007, p. 229). Marking the skin through cutting and other NSSI behaviors is seen as a 
way of separating oneself from the environment (Carroll et al., 1980; Podovoll, 1969;
Suyemoto, 1998).
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Self-punishment. There are two aspects to this function of NSSI. The first is that 
the self-injurer has turned anger inward. Instead of expressing anger toward others; the 
anger is turned against the self (Linehan, 1993). The second aspect of self-punishment is 
self-soothing, especially for a person who experiencing severe emotional stress (Klonsky, 
2007). Self-injury takes on the feeling of being self-soothing because of the ego-dystonic 
nature of the behavior. The self-injury seems less painful than the emotional stress 
thereby resolving the pain.
Sensation-seeking. This model for self-injury is studied primarily in non-clinical 
samples because this function tends not to be apparent in clinical populations. A person 
who is motivated by sensation seeking will participate in risky activities such as bungee 
jumping and hang gliding (Klonsky, 2007). In the context of self-injury and sensation­
seeking these can be considered as forms of self-injury.
Klonsky’s (2007) functional model of NSSI (what he refers to as deliberate self- 
injury) is a compilation of research regarding the functions of self-injury. The studies that 
Klonsky reviewed were conducted either as a self-report of reasons for self-injury, a self- 
report of the phenomenology, or as a laboratory study. One difference between Klonsky’s 
work and that of Suyemoto is that he does not place the functions into higher categories 
as she did (e.g., categories and theoretical roots). While this keeps from complicating the 
functions, it also does not recognize the similarities across functions. For instance affect 
regulation and anti-dissociation are both functions that serve to address the self-injurer’s 
mood. Likewise, interpersonal boundaries and interpersonal-influence relate to the ways 
in which a person interacts with others.
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Klonsky (2007) calls for the need for additional research on the topic of self- 
injury. Specifically he calls for the need to explore the conceptual and empirical 
relationships among the functions of self-injury. He also discusses the need to measure 
functions comprehensively. To that end, Klonsky and Glenn (2009) developed the 
Inventory of Statements about Self-Injury (ISAS). This tool classifies self-injury on two 
factors. These factors are interpersonal and intrapersonal functions. The ISAS is a report 
of 13 different functions for self-injury. Klonsky and Glenn do not report any data 
regarding the amount of variance that is accounted for by the two overarching factors.
Klonsky’s model (2007, Klonsky & Glenn, 2009) was used to understand the 
function of NSSI in the transgender community. This model features contemporary 
functions. Additionally, the functions of affect regulation, interpersonal boundaries, and 
self-punishment resonate with the idea that a transgender person is responding to 
continual stigma associated with pathologization that begins early in life for a gender 
non-conforming individual and continues through diagnosis and beyond. The 
compounded stresses of this stigma may lead a person to choose to harm him or herself as 
a means of managing distress. It is also important to note that the functions outlined by 
Klonsky can be relevant to a broad range of individuals and do not assume clinical 
pathology.
Diagnostic Considerations
Treating individuals who self-injure can be quite complicated. The definitions of
NSSI suggest that self-injury can be conceptualized as ranging from a symptom of
personality disorders through a coping strategy, and imply that people can engage in
NSSI activity for a variety of reasons. The challenge to appropriate treatment is
13
exacerbated by the lack of a clear diagnosis for self-injurious behavior. There is no 
diagnosis in the DSM-IV-TR (APA, 2000) that is devoted solely to NSSI. This is 
problematic for practitioners and researchers (Muehlenkamp, 2005). Muehlenkamp and 
others state that NSSI has long been considered a diagnostic feature of borderline 
personality disorder. Recent research has shown that NSSI may be a “unique behavioral 
disturbance or separate clinical syndrome” (Muehlenkamp, 2005, p. 324). Muehlenkamp 
proposed seven diagnostic criteria for what she termed Deliberate Self-Injury Syndrome. 
In February 2010 the American Psychiatric Association published a draft of DSM-5, 
which is scheduled to be published in May 2013. Among the new disorders that have 
been recommended under the heading “Disorders usually first diagnosed in infancy, 
childhood, or adolescence” is the diagnosis titled “Non-suicidal self injury.” In the 
proposed diagnostic criteria an individual would be diagnosed with NSSI if he or she has 
engaged in “intentional self-inflicted damage” (APA, 2010, n. p.) five or more times in 
the past 12 months. A listing of the criteria are shown in Table 2. Reports of prevalence 
range from 2.5 to 28 percent in adolescent populations to 4 to 38 percent in adult samples 
(Shaffer & Jacobson, 2010). Muehlenkamp (2005) suggests that these numbers be used 
with caution in part because the individual can care for many of the injuries. Unless 
someone seeks treatment for injuries there is no way to account for the true prevalence of 
this condition.
Shaffer and Jacobson (2010) provide a history of NSSI and recommendations for
its inclusion in the DSM. The article discusses the rationale for the disorder, criterion for
the disorder, appropriate placement in the DSM, and the reasons why NSSI merits
inclusion in the DSM. There is no reference to transsexualism in this document or in the
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diagnosis, as was the case with Muehlenkamp’s (2005) proposed diagnostic schema. This 
is helpful as members of the transgender community already have deep concerns about 
the pathologization of gender identity. Given the lack of literature linking these 
behaviors, there is no reason why this should be an exclusionary criterion in the diagnosis 
ofNSSl.
Table 2. Proposed Diagnostic Criteria for Non-Suicidal Self-Injury.
Diagnostic Criteria
A. In the last year, the individual has, on 5 or more days, engaged in intentional self- 
inflicted damage to the surface of his or her body, of a sort likely to induce 
bleeding or bruising or pain (e.g., cutting, burning, stabbing, hitting, excessive 
rubbing), for purposes not socially sanctioned (e.g., body piercing, tattooing, etc.), 
but performed with the expectation that the injury will lead to only minor or 
moderate physical harm. The absence of suicidal intent is either reported by the 
patient or can be inferred by frequent use of methods that the patient knows, by 
experience, not to have lethal potential. (When uncertain, code with NOS 2). The 
behavior is not of a common or trivial nature, such as picking at a wound or nail 
biting.
B. The intentional injury is associated with at least 2 of the following:
1. Negative feelings or thoughts, such as depression, anxiety, tension, anger, 
generalized distress, or self-criticism, occurring in the period immediately 
prior to the self-injurious act.
2. Prior to engaging in the act, a period of preoccupation with the intended 
behavior that is difficult to resist.
3. The urge to engage in self-injury occurs frequently, although it might not be 
acted upon.
4. The activity is engaged in with a purpose; this might be relief from a negative 
feeling/cognitive state or interpersonal difficulty or induction of a positive 
feeling state. The patient anticipates these will occur either during or 
immediately following the self-injury.
C. The behavior and its consequences cause significant distress or impairment in 
interpersonal, academic, or other important areas of functioning.
D. The behavior does not occur exclusively during the states of psychosis, delirium,
or intoxication. In individuals with a developmental disorder, the behavior is not a 
part of a pattern of repetitive stereotopies. The behavior cannot be accounted for 
by another mental health disorder (i.e., psychotic disorder, pervasive 
developmental disorder, mental retardation, Lesch-Nyhan Syndrome).__________
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Muehlenkamp (2005) developed a useful framework for understanding self-injury 
as a clinical concern. Her conceptualization of NSSI as a separate clinical disorder may 
be useful for clinicians and researchers alike. One of the common concerns among 
researchers has been the inability to decide on a single definition of NSSI. 
Muehlenkamp’s work will help to bring a more consistent view of this clinical disorder.
Muehlenkamp (2005) cited a large body of research in her call to develop a 
separate diagnostic classification for deliberate self-injury. The first effort to describe 
such a disorder came in 1938 by Menninger. This was followed in 1967 by Graff and 
Mallin who called for the creation of a separate disorder. According to Muehlenkamp, 
this effort failed due to a lack of research and because self-injury was confounded with 
suicide. The American Psychiatric Association has rebuked repeated efforts over the 
years as researchers and clinicians have attempted to develop the clinical diagnostic 
criteria for self-injury (Favazza, 1996; Favazza & Rosenthal, 1990, 1993; Kahan & 
Pattison, 1984; Pattison & Kahan, 1983; Simeon & Favazza, 2001). It remains to be seen 
if NSSI will be incorporated in the upcoming revision of the DSM. The fact that it has 
been proposed in the draft of the DSM-5 is a strong signal that NSSI will be a 
diagnosable condition. However, it is also important to note that the diagnosis assumes 
that NSSI causes significant distress or interruption of functioning. The debate about the 
function of NSSI is likely to be active for some time.
Transgender
This section addresses ideas and concepts related to transgenderism. First, basic
definitions are covered. This is followed by major theories of transgender
conceptualizations, how sex and gender are different, the medical and legal steps
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involved in transition, and the prevalence of transsexualism. Finally, a brief description 
of the Standards of Care (Meyer et al., 2001) is provided. Throughout the paper, 
pronouns will be used to include gender conforming (he or she) and gender non- 
conforming (ze) identities.
Basic Definitions
It is common for people to think of gender and sex as binary classification 
systems (Beasley, 2005; Cromwell, 1999). This is true both in society at large and in 
academic circles. However, for a small group of people, gender identity does not fit into 
the classical binary system (Diamond, 2002). Transgenderism is much more prevalent 
than people know. For example, some indigenous cultures recognize a third gender, 
sometimes called Two-Spirit. Table 3 is a listing of terms used to for this third gender by 
different cultures based on the work of Denny (1997) and others (Cromwell; Green,
1998; Roscoe, 1993). The presence of Two-Spirit is well documented by anthropologists 
and dates back to the 1600’s (Roscoe). A Two-Spirit individual is seen either as a man 
who adopts dress and activities of a woman, or vice versa. The presence of Two-Spirit 
individuals has been documented in 150 North American societies and throughout 
Central and South America (Roscoe). This includes lesbian and gay individuals (Lev, 
2007) as well as transgender people.
There are several terms related to transsexuality that require definition. Below are 
definitions of the following terms: transsexualism, transgender, cross dresser, gender 
queer, transsexual, female-to-male (FTM), and male-to-female (MTF).
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Table 3. Cross Cultural Models of a Third Gender or Third Sex.
C u l tu r e T e r m
I n d ia H i j r a
P a k i s t a n K h u s h r a
B u r m a A c a u l t
O m a n X a n i th
P o l y n e s i a M a h u
N o r t h  A m e r i c a n  I n d ia n T w o - S p i r i t
The origin of the term transsexualism is unclear. Benjamin (1966) used the term 
in 1953 when describing Christine Jorgensen’s transition from male to female. However, 
the origin of the term may be Magnus Hirschfeld, under whom Benjamin studied (Lev, 
2004). This term was subsequently used by David Cauldwell (Benjamin, 1966; Lev, 
2004). Some give Benjamin credit for popularizing the term (Bullough & Bullough,
1998; Lev, 2004). For the purposes of this study a transsexual will be defined as a person 
who has taken medical steps to change his or her gender identity. Medical steps may 
include cross-sex hormone therapy, cosmetic surgeries (e.g., breast augmentation, facial 
feminization, or chest masculinization), or genital reassignment (e.g., phalloplasty, 
metoidioplasty, vaginoplasty, or orchiectomy). Typically, before a person can begin a 
medical transition, he or she will receive a diagnosis of Gender Identity Disorder (APA, 
2000). This diagnosis will be addressed further in a later section. Whether a person 
receives this diagnosis depends on how and whether a mental health professional 
interprets and adheres to the Standards of Care for Gender Identity Disorder (SOC;
Meyer et al., 2001). The SOC is briefly described later in this paper.
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The term transgender has had varying meaning over the years. It was coined by 
Virginia Prince in the 1970’s (Devor, 2002; Tarver, 2002). Prince coined the term in an 
effort to describe people who, like her, “have breasts and live full time as a woman but 
who have no intention of having genital surgery” (Ekins & King, 2005, p.9). As an 
individual term, transgender refers to those people who were assigned a sex at birth and 
have the opposite gender expression (Devor, 1997; Lev, 2004; Rubin, 2003; Stryker, 
2005; Tarver, 2002). A transgender individual is a person who does not embrace the sex 
assigned at birth but may not necessarily take medical steps to change their gender 
identity (e.g., hormone therapy or sex/genital reassignment surgery). Another way of 
looking at this, for instance, is that an FTM is a person who is bom biologically female, 
but identifies as a man, regardless of hormone treatment and/or surgery (J. Ippolito, 
personal communication, June 5, 2006). Cromwell (1999) suggests that transgender- 
identified people choose to be called transgender as a way of differentiating from 
transsexuals and cross-dressers.
Today, transgender is commonly used as an umbrella term that would include all 
who feel as though they do not fit within the binary gender classification system (Chen- 
Hayes, 2001). This would include cross-dressers, genderqueer people, and transsexuals 
(Gay and Lesbian Alliance Against Defamation [GLAAD], n.d.). As a collective term, it 
refers to a group of people who choose not to limit their gender expression to the binary 
choices of male and female. Androgyny can be considered to be included within 
transgender (Bolin, 1993).
A cross-dresser (formerly known as a transvestite) is an individual who wears
clothing and/or other accessories that are considered to be more applicable to a person of
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the opposite sex (Moulton & Seaton, 2005). The term transvestite is considered to be 
pejorative today. It should be noted that the American Psychiatric Association (2000) still 
uses the term “Transvestic Fetishism” (p. 574) in the DSM-IV-TR. Typically, cross­
dressers have been heterosexual males who dressed in women’s clothing. Cross-dressers 
may or may not have erotic intentions for cross-dressing (GLAAD, n.d.). Cross-dressing 
is not considered to be a sexual orientation but rather an expression of a person’s gender. 
Transvestic Disorder has been included in the draft of DSM-5 (APA, 2010). It is 
problematic that this diagnosis remains. Equally troubling is the inclusion of the 
Autogynephilia specifier, which further pathologizes men who dress as women. Further, 
this diagnosis in the DSM-IV-TR (APA, 2000) suggested only heterosexual male would 
fit the criteria. The DSM-5 proposal includes all men regardless of sexual orientation.
A genderqueer person is one who maintains a non-standard, or gender non- 
conforming, identity. For example, a woman may choose to take male hormones, the 
result of which is that she grows facial hair. On a day-to-day basis, she may decide to 
identify as male, female or genderqueer. The conflicting part of her gender identity is that 
she may have full breasts (that she makes no effort to disguise) and an obvious beard 
(Westerfield, 2005). This is different from a cross dresser in that a genderqueer person 
lives in this non-standard manner full-time. Cross-dressers tend to dress on a part-time 
basis and do not tend to incorporate this type of gender expression in everyday life. 
Genderqueer individuals may use alternative pronouns such as ze, hir, per, or they.
Transsexuals are those individuals who have taken, or are in the process of taking,
the medical and legal steps to change their physical sex in an effort to match their gender
identity. Sometimes they are referred to as a transman or transwoman. Transman is
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synonymous with female-to-male (FTM) and transwoman is synonymous with male-to- 
female (MTF). As with most marginalized communities, many transsexuals choose not to 
use labels at all. It is common for an FTM to identify as male rather than accept the 
marginalized identity of transman. This may also be true for MTFs.
It is important to note that gender identity and sexual orientation are two separate 
concepts. Gender identity is related to a person’s outward gender expression. Sexual 
orientation refers to the nature and type of intimate relationships a person engages in (i.e., 
bisexual, heterosexual, or homosexual).
Major Theories
There are several key theories in transgender studies. This section of the paper is 
used to identify these theories and discuss their implications to the fields of 
transgenderism and psychology.
Harry Benjamin has long been considered the U.S. father of transsexualism. 
Benjamin was an endocrinologist who is credited with the idea that if we can’t change a 
transsexual’s mind, then we should change his or her body (Cole, Denny, Eyler, & 
Samons, 2000). Benjamin believed that transsexuals had one path; that was to go from 
being female to male (or vice versa). Once the transition was completed the individual 
needed to live and relate to others as a heterosexual. Today people choose to live in a 
variety of gender and sexual expressions post-transition. This would not have been 
allowed in the early days under the guidance of Benjamin. Benjamin’s seminal work (The 
Transsexual Phenomenon; 1966) stood for many years as the only reference for 
physicians, psychologists, and the transgender community. Members of the transgender
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community quickly learned the buzz-words and story they needed to tell to qualify for 
transition (Cole et ah, 2000; Lev, 2004).
Benjamin took a medical approach to transition. In fact, his model for transition is 
considered to be the Medical Model (Ekins, 1998; Lev, 2004; Rosario, 2004). Over the 
years, members of the transgender community became more and more concerned about 
the restrictive nature of this model. As an example, the mental health professional is seen 
as a gatekeeper in the transition process. This role as a gatekeeper includes reliance on 
the diagnosis of gender identity as being disordered, and assumes that the mental health 
professional, not the client, is the best judge of readiness for transition. The resistance to 
the Medical Model came from both the MTF and FTM communities.
Boswell (1991) is credited with development of the Transgender Model. 
Boswell’s work, along with the work of Virginia Prince (Ekins & King, 2005), began to 
give voice to the transgender community. Most important for these women was the idea 
that there was no one way to transition. Some people will want surgery, some will want 
only hormones, and still others would like to live in what is considered a third gender 
space. Boswell (1995) called for a need to move beyond the gender binary, though she 
recognized that people who make this choice are risking their personal safety. The 
Transgender Model recognizes that “the transgressing of gender, or being freely 
gendered,” (p. 56) threatens the status quo of the gender binary.
The presence of the transgender community has had far reaching effects both in
terms of transition requirements and civil rights. The Harry Benjamin International
Gender Dysphoria Association (HBIGDA; now known as the World Professional
Association for Transgender Health or WPATH) accepted transgender people on the
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committee that was charged with creating the 6th version of the SOC. This was the first 
time that the voices of the transgender community were at the table during review of this 
document. Surely the fact that the SOC became less stringent in the 6th version is due in 
part to the transgender individuals who participated in this project. For example, in the 5th 
version an individual was required to complete a one-year real-life test. In the 6th version 
this was reduced to three months and was changed from the real-life test to the real-life 
experience. The real-life test was considered to be an obstacle that the transsexual needed 
to pass in order to transition. If a person was unable to complete the test, this meant that 
he or she was not truly a transsexual. Diagnosis came after successful completion of the 
real-life test. The real-life experience on the other hand comes after the diagnosis and is 
an opportunity to “test the person’s resolve, the capacity to function in the preferred 
gender ...” (Meyer et al., 2001, p. 18).
In late 2009, the Association for Lesbian, Gay, Bisexual, and Transgender Issues 
in Counseling (ALGBTIC) published a document titled Competencies for Counseling 
with Transgender Clients. This document is the first effort by a professional organization 
to develop competency guidelines for work with transgender clients. The document itself 
is organized into eight sections. These are (a) human growth and development, (b) social 
and cultural foundations, (c) helping relationships, (d) group work, (e) professional 
orientation, (f) career and lifestyle development, (g) appraisal, and (h) research. These 
guidelines should serve as a resource for mental health professionals who are working 
with the transgender community. They address a broad array of services for which 




This section looks at the ideas of gender identity and sex. It includes information 
about the difference between the masculinity/femininity and male/female constructs. 
Following this is an in-depth examination of transsexualism. This includes information 
about the prevalence of this condition, specific information about treatment, and 
information about identity formation models.
How are sex and gender different? Sex and gender are not the same thing. Gender 
is a social construct (Cromwell, 1999; Devor, 1997; Diamond, 2002; Kessler &
McKenna, 1978, 2000; Lev, 2004; Levant & Pollack, 1995; Rubin, 2003). Sex relates to a 
person’s status as either male or female (Cohen-Kettenis & Pfafflin, 2003; Deaux & 
Stewart, 2001). Gender is learned or socially imposed. We are not bom feminine or 
masculine; we learn these ways of behaving (Diamond, 2002). Even so, researchers 
believe that children have obtained a sense of gender identity by the age of three (Deaux 
& Stewart, 2001). Israel and Tarver (1997, p. 6) define gender identity as “an individual’s 
innate sense of maleness or femaleness, or both, as well as how those feelings are 
internalized and how they are presented to others.”
Sex on the other hand, is a biological concept (Boswell, 1991). One is assigned a 
sex at birth based on the presence of external genitalia (Diamond, 2002). For the most 
part, physicians have little difficulty deciding if the newborn child is a boy or a girl. For 
some people, a determination of male or female at birth may have seemed obvious. Yet, 
later in life they come to the realization that the choice made at birth was wrong. These 
people are known as transgender (Denny, 1997). This includes people who identify as
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transgender or as transsexual. While this is not a common occurrence, it happens 
frequently enough to merit further investigation.
Medical and legal steps in transition. Transitioning is a term that is used to define 
the process whereby a person begins medical intervention to change their gender identity. 
This usually begins with hormone replacement therapy (HRT). It is common for a 
transperson to think of their transition process as starting with the first administration of 
cross-sex hormones. There is no information available defining when a person’s 
transition ends.
A transsexual is a person who has taken medical and legal steps necessary to 
change his or her physical sex to match their gender identity (Moulton & Seaton, 2005). 
Devor prefers the term transexed (1997). Devor uses this term to avoid any confusion 
between sex and one’s sexuality (another topic altogether). Medically, the person may 
begin hormone therapy and may complete one or more sex/genital reassignment 
surgeries. For female-to-male (FTM) transsexuals the administration of testosterone is 
quite effective in creating the presentation of secondary male characteristics (Lev, 2004). 
This includes facial and body hair, changes in musculature, lowering of the voice and, in 
some cases, male-pattern baldness. Feminizing therapy will cause a variety of similar, but 
opposite effects for the MTF. Hormones will not change a person’s bone structure; 
therefore an MTF who began as a 6’4” tall male will still be 6’4” tall as a female. She 
simply will have secondary sex characteristics that are more closely associated with a 
cisgender female.
There are a number of surgical options available to FTMs. The surgeries are
commonly called “top” or “bottom” surgery (Gauthier & Chaudoir, 2003; Green, 2004).
25
Top surgery is normally the only medical procedure necessary to allow an FTM to 
publicly pass as male. Top surgery is the only procedure most FTMs choose to have. 
Technically speaking, top surgery is not considered to be part of sex or genital 
reassignment surgery. It is possible today to find competent surgeons who will provide 
this care prior to starting on hormones. This allows individuals to make body 
modifications without having to complete extensive psychological testing.
Bottom surgery, or genital reassignment surgery (GRS), often requires several 
procedures, which are quite costly and have mixed results. In FTMs, GRS specifically 
refers to phalloplasty, metoidioplasty, and scrotoplasty. Not all transsexual people choose 
to complete GRS. Reasons behind this include lack of accessibility to competent, 
affordable health care; personal health conditions that prevent the individual from being 
eligible for surgery; or the choice not to complete surgery due to the quality of the results. 
For an FTM the multiple genital reassignment surgeries can cost as much as $100,000. In 
the United States, very few people have insurance coverage for this medical treatment 
(Wilson, 2005). Most insurance providers will not cover the cost of any procedure that is 
considered part of genital reassignment as these procedures are not considered to be 
medically necessary (Lev, 2004).
For MTF individuals there are also several surgical interventions available.
Genital reassignment surgery involves an orchiectomy (surgical removal of the testes),
vaginoplasty, and labiaplasty. Depending on the effects of the estrogen treatment an MTF
may also seek to have breast augmentation surgery. It is also common for MTFs to
undergo facial feminization surgery. This might include a brow reduction and tracheal
shave. Similar to FTMs, MTFs are rarely able to get these procedures covered under
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health care plans. The difference is that the surgical options available to MTFs are both 
less expensive and have better outcomes. Monstery, De Cuypere, and Ettner (2007) state 
that the cost for GRS for an MTF ranges from $8,000 to $25,000.
In 2005, Wilson reported a total of six U.S. employers that allow for inclusion of 
GRS procedures as a part of their standard health care coverage. According to 
transgender activists, there are many more employers providing this coverage though it is 
difficult to track (A. Wilson and M. Keisling, personal communication, March 18, 2008). 
The Human Rights Campaign (HRC, n.d.) conducts an annual survey of employers as 
part of the Corporate Equality Index (CEI). This survey asks employers to identify if 
health care coverage is offered for transgender employees in the following five areas: (a) 
mental health care, (b) hormone replacement therapy, (c) medical visits and lab tests, (d) 
genital reassignment surgery, and (e) short-term disability for surgical care. Results of the 
CEI show that 94 private employers in the U.S. provide trans-inclusive health care 
benefits for employees. Trans-inclusive health care benefits include a range of services 
including mental health care, medical care, and other related services. HRC also has a 
searchable employer database (HRC, n.d.). Table 4 shows the results of a query to 
determine how many employers reportedly provide trans-inclusive benefits.
In addition to medical interventions, several legal actions can play a role in
transition. Legal steps that a transgender person might take include a name change, birth
certificate changes, court ordered gender change, and changes on a driver’s license and
passport. This process varies from state to state. In some states it is nothing more than a
formality, while other states will not allow a person to make changes to any of their state-
issued identification documents. For example, the states of Tennessee, Idaho, and Ohio
27
will not allow a person to amend his or her birth certificate (Lambda Legal, n.d.). 
Tennessee is the only state that has a law that strictly prohibits transgender people from 
amending their birth certificate. In Ohio and Idaho there is case law that prevents a 
person from amending the sex designator on the birth certificate. Texas does not have a 
law prohibiting birth certificate changes, but transgender people have had mixed results 
in securing changes without a court order. Most states specify that a letter or certification 
from the attending surgeon accompany the request for a change of the sex designation. 
Finally, some states will issue a new birth certificate with the correct name and sex 
designator. There is a small group of states that amend the old birth certificate. This 
practice can be challenging for the transperson as the individual is unable to change his or 
her history. This can create problems for future employment and child custody situations. 
Table 4. FIRC Report of Trans-Inclusive Health Care Coverage.
Coverage No. of private employers
Mental health 335
Hormone replacement therapy 146
Medical visits 119
Surgical procedures (e.g., GRS and cosmetic procedures) 70
Short-term disability 354
Non-discrimination (gender identity/gender expression) 714
The requirements for a name change vary from state to state. For example, in the 
State of Washington a legal name change can be completed by appearing at the District 
Court, completing an application for a name change, swearing before the judge that the
28
name change is not being requested for purposes of fraud, and paying a small 
administrative fee. This entire process can take as little two hours. In the state of North 
Dakota the rules vary depending on whether you plan to change your given name (first 
name) or your surname (last name). In both cases, however, the requestor is required to 
place a public notice in the newspaper, which can be prohibitively expensive. This 
process takes at least one month to complete (Westerfield, n.d.). People choose to take 
different steps based on their own life circumstances. For instance, one person may 
choose to have his entire documentation (driver’s license, diplomas, birth certificate, and 
passport) match the gender that he presents to the world. Another person might choose to 
only change those documents that are required for daily living such as her driver’s license 
and passport.
Prevalence o f Transgenderism
Transsexualism is not a particularly common phenomenon (Lev, 2004). No one 
knows for sure how many transsexuals exist. The DSM-IV-TR suggests that 1 in 30,000 
males and 1 in 100,000 females seek gender reassignment (APA, 2000). Seil (2004) 
reports that the prevalence is higher in countries where treatment is more readily 
accessible and acceptable. For example, in the Netherlands, transsexualism is seen in 1 in 
11,900 males and 1 in 30,400 females (Meyer et al., 2001). This may be due to easier 
access to surgeons and other care providers.
Conway (2002) talks at great length about errors in the prevalence numbers used
in the DSM. She and others (Moulton & Seaton, 2005) report that the prevalence
numbers used in the DSM date back to the 1960’s when Benjamin was doing his early
work. Conway documented the number of MTF GRSs conducted by physicians in the
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U.S. and abroad since the 1960s. In using these figures she estimated the prevalence of 
MTF GRS to be about one in 2500 adult males. Further, she states that the prevalence of 
transgender individuals (non-operative) is one in about 500 adult males (Conway, 2002). 
There is no simple way to accurately determine the prevalence rates of this community, 
but they are exponentially higher than reported.
One of the problems associated with comparing Conway’s numbers to those 
found in the DSM is that the two numbers are for different groups of people. The DSM is 
attempting to count transsexuals and Conway is attempting to count transgender people 
(inclusive of transsexuals). Experts would agree that transgender people exist in higher 
numbers than transsexual people (Lev, 2004; Rosario, 2004; Samons, 2009;
Vanderburgh, 2007).
Standards o f Care
The Standards o f Care for Gender Identity Disorders (SOC) was first published
in 1979. This document is currently being revised by the World Professional Association
for Transgender Health. The current, 6th, version was released in 2001 (Meyer et al.). The
SOC provides “flexible directions” (p. 1) for the treatment of transsexual clients, which
includes psychotherapy, endocrinological care, and surgical care. In addition to
guidelines about the specific course of treatment and eligibility for care, the SOC provide
10 tasks for mental health professionals. These tasks include diagnosis of gender identity
disorder, discernment of co-occurring conditions, client readiness for care, and support
through a letter indicating this readiness. The SOC outlines the recommended ages for
engaging in transition related services. Most medical procedures require the client to have
reached the age of majority (usually 18 years old). The SOC have changed considerably
30
since the document was first introduced and the requirement to live as a heterosexual of 
the opposite sex no longer exists.
NSSI and Transgender
As stated previously, little research has been published that examines NSSI in the 
transgender community. There have been several articles that explore auto-castration, 
which may or not be related to transsexualism (Marckmann, Garlipp, Krampfl, & 
Haltenhof, 2005; Nakaya, 1996; Premand & Eytan, 2005; Sockalingam & Stergiopoulos, 
2005). This section will examine the publications that address auto-castration (male 
genital self-mutilation), substance abuse, and suicidal behavior among transgender 
individuals.
Auto-Castration
One of the earliest reports of auto-castration (male genital self-mutilation) was 
published by Money and DePriest (1976). In this article Money and DePriest report on 
three cases of “genital self-surgery” (p. 283). These three cases were all reported at Johns 
Hopkins Hospital. In the first case, a man had performed surgery on himself by creating 
an artificial hypospadias at the penoscrotal angle. This patient’s contention was that he 
had created a situation is which a person could have a urethral orgasm which he had 
hoped to convince leading sexologists, psychiatrists, and ethnographers to publish. He 
was considered to be delusional and was never diagnosed with a gender identity disorder. 
The authors stated that his condition was “quasi-hermaphroditic” (p. 287).
In the second case reported by Money and DePriest (1976) a man was admitted to
the Department of Urology after having requested an ileostomy. The patient explained
that he was bom with normal male genitalia and he also had “the complete complement
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of internal female organs” (p. 287). These female organs, according to the patient, had a 
common outlet with his rectum. He desired to have the ileostomy so that he would be 
able to keep his vagina clean. In addition to this complaint, the patient had cut off his 
penis in an elaborate scheme to live as a woman. This man was offered sex reassignment 
but opposed the procedure, as the traditional sex reassignment did not meet his needs 
since it would not include the ileostomy. This patient was also diagnosed as being 
delusional and was not considered to be a transsexual.
The third case is of a man who, since childhood, had desired to be a woman 
(Money & DePriest, 1976). His wife admitted him to the hospital after he had performed 
autocastration. At the time of the autocastration he was self-administering estrogen. This 
man was diagnosed as being a transvestite (also known as a cross dresser). In each of 
these cases the self-injury was a single occurrence as opposed to repetitive self-injury as 
is often seen in the general population. Only one of these men actually had a desire to live 
as a woman, though he never actually pursued that conclusion.
Cole, O’Boyle, Emory, and Meyer (1997) conducted a retrospective review of the
cases of 435 individuals who had been diagnosed with gender dysphoria. The study
specifically examined the presence of co-morbid psychopathology. The study showed
that transsexualism is an “isolated diagnosis and not part of any general
psychopathological disorder” (p. 13). The researchers made a retrospective review of the
clinical intake interview which included information about the client’s history on the
following factors: (a) hormone treatment, (b) surgical treatment, (c) substance abuse
history, (d) mental illness history, (e) genital mutilation history, and (f) suicide attempts.
Substance abuse history was found in 29 percent of the male-to-female (MTF)
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individuals and in 26 percent of the female-to-male (FTM) individuals. These people 
indicated that the substance abuse history was directly related to “trying to deal with their 
gender identity issues” (Cole et al., 1997, p. 18).
With regard to genital mutilation eight percent of the MTF clients and one percent 
of the FTM clients reported a history of genital mutilation (Cole et al., 1997). This 
behavior was described as “tapping, hitting, or squeezing the genitals out of intense 
frustration” (Cole et al., 1997, p. 19). Very few people reported having cut their genitals. 
As compared to the general population, this self-injurious behavior is less common in 
transpeople.
The last area of investigation related to suicidal attempts. Twelve percent of the 
MTFs and 21 percent of the FTMs reported having attempted suicide. In each of these 
cases the suicide attempt was made as a means of attempting to address severe stress 
related to gender issues. Each attempt happened prior to the individual seeking treatment 
at the gender clinic and none of the clients attempted suicide after beginning therapy.
This study (Cole et al., 1997) provides a review of the very concerns this study 
will examine. Cole et al. have provided the only review of the transgender community 
that examines co-morbidity. Even though the results show that co-morbidity is not more 
likely for transgender people than the general population there is an indication that self- 
harming behaviors, including addiction and suicidality are seen in the transgender 
community.
Rationale
This study examines the prevalence of NSSI in the transgender community, the
functions that NSSI serve for transgender people, and the variations that exist for
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transgender people over the trajectory of transition. It is believed that this type of 
behavior is more common in the transgender community than the general population.
One of the reasons for this is the discrimination faced by transgender individuals 
(Klonsky’s function of interpersonal boundaries). Another reason is that transgender 
people may use NSSI as a means for managing emotional difficulties related to feelings 
that one’s body does not match one’s internal experience of gender (Klonsky’s function 
of affect regulation and self-punishment). Finally, mental health professionals serve as 
gatekeepers for access to the transition process. In this capacity a mental health 
professional has the responsibility to provide a letter of support attesting to the client’s 
state of mind. Unless a mental health professional has a significant amount of experience 
working with transgender clients he or she is likely to see self-injurious behavior as a 
contraindication to transition. Even experienced professionals may come to this 
conclusion. The results of this study will help to bring light to the extent of this behavior 
in the transgender community and bring greater understanding to the function of NSSI for 
transgender people.
Research Questions
The purpose of this study is to investigate the prevalence of NSSI in the 
transgender community, examine the functions that NSSI serves for transgender people, 
and to understand the manner in which transgender people use this behavior across the 
transition spectrum. It will be important to determine how frequently this behavior occurs 
in relation to an individual’s desire to transition. It is likely the case that mental health 
professionals will look at NSSI as a contraindication to transition. The hypotheses for this 
study are listed below.
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H ypothesis 1
Transgender people will report a frequency of self-injurious behavior higher than 
the general population, which is reported to be four percent (Klonsky & Muehlenkamp, 
2007).
Hypothesis 2
Individuals who are prevented from transitioning will show higher NSSI 
incidence rates than those who are allowed to transition.
Hypothesis 3
Individuals who endorse higher rates of NSSI will show higher rates of negative 
affect as measured by the Positive and Negative Affect Scale -  Expanded Form (PANAS- 
X), higher scores on the Depression Anxiety Stress Scales (DASS-21), and lower scores 
on the Body Investment Scale (BIS).
Hypothesis 4
The BIS will be predictive of self-injurious behavior.
A final research question relates to the Inventory o f Statements about Self-Injury 
(ISAS). This instrument will be used in an exploratory analysis of the functions of self- 
injury for transgender individuals. Transgender individuals will report that NSSI is used 
to manage emotions as the result of feeling that one’s body does not match one’s internal 
sense of self. Specifically, it is expected that transgender individuals will more frequently 
endorse the intrapersonal functions of self-injury. It is also expected that the participants 
of this study will identify an additional function. This yet to be named function will be 
related to managing interpersonal difficulties that result from ongoing discrimination 





Participants for this study were recruited from several sources. The first source 
was online groups through services such as Yahoo! Groups, Google Groups, and 
Facebook. Special attention was given to assure that the research participants were 
representative of multicultural diversity (e.g., ethnic diversity, socioeconomic status, 
education level, and ability status). Appendix A has a listing of the groups that were used 
for this study. This list includes the name of the group and the number of registered 
members.
The second source for participants was through gender clinics and gender 
specialists throughout the United States. A list of these clinics and specialists is included 
in Appendix B. Sample letters and forms that were sent to providers can be found in 
Appendix C. Providers who agreed to assist with the recruitment were sent paper copies 
of the survey, a supply of postcards and business cards created to promote this research 
project, and a form to order additional materials. A sample of the postcard is shown in 
Appendix D. The business card was based on a postcard but provided only basic contact 
information.
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Finally, research participants were recruited at conferences for the transgender 
community. A listing of these conferences can be found in Appendix E. At two of the 
four conferences of vendor table was secured for help in promoting the research project.
The principal investigator staffed this table, provided materials to prospective 
participants, and answered questions about the study. At the other two conferences the 
principal investigator was unable to secure vendor table. Instead, postcards and business 
cards were made available to participants in the lobby areas of the conference.
A total of 2,515 people started the on-line survey. The full survey was completed 
by 977 people. SurveyGizmo tracks the number of people who abandoned and partially 
completed the survey. An abandoned survey is considered as a person who clicked on the 
link for the survey but does not move past the informed consent page. A partially 
completed survey is any survey that was not fully completed, meaning that the participant 
did not work each of the survey pages and did not reach the final page of the survey. A 
total of 1,150 people (45.9 percent) abandoned the survey, and 388 people (15.5 percent) 
partially completed the survey. It is possible that due to the number of people who 
abandoned the survey that transgender individuals with a history of self-injurious 
behavior were oversampled. Eight people completed a paper and pencil version of the 
survey. Twenty-two participants were deleted from the data set due to incomplete 
response sets. Some participants failed to answer every question. When missing data 
existed for scale questions the mean score for those who answered the question was used 
in place of the missing data.
There were 338 female-spectrum (MTF) participants, which represents 35.8
percent of the sample. A total of 487 male-spectrum (FTM) participants completed the
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survey representing 51.5 percent of the sample. A number of people provided a gender 
identity that could not be coded on the male or female spectrums. This represented 12.7 
percent of the sample. Examples of gender identities that are included in the other 
category are genderqueer, intersex, and transgender without a binary choice indicated. 
Participants range in age from 18 to 77 (M = 39.9, SD = 13.8). Slightly more than a third 
of the participants indicated that they were single (34.6 percent, n = 329). About 28 
percent of participants indicated they were married (n = 265) and 203 participants (21.4 
percent) were partnered. One hundred forty-one people indicated they were divorced or 
separated (14.8 percent, n = 141). Nearly half of the participants were employed full-time 
(46.9 percent, n = 445). Approximately eight percent of the participants worked part-time 
(n = 78), were retired (n = 77), or had some other employment status (n = 77). Finally, 
just over 14 percent of respondents were students (n = 137) or were seeking employment 
(n = 135). During the time period that data was collected for this project the national 
unemployment rates varied from 9.4 to 10.1 percent (Bureau of Labor, 2010). Table 5 has 
a listing of the breakdown of the participants by additional demographic data.
Participants from throughout the world responded to the survey. Most were from 
the United States (82.1 percent), 10.8 percent were from Europe, and 5.5 percent were 
from Canada. Participants were also asked about their sexual orientation. Table 6 shows a 
breakdown of participants by sexual orientation.
Participants were asked if they had ever received treatment from a mental health 
professional. Over two-thirds of participants (77.5 percent) of participants have been in 
the care of a mental health professional. Most people (n = 697) have received some
mental health diagnosis. These diagnoses cover a broad spectrum of mental health
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disorders. This includes Mood Disorders, Adjustment Disorder, Attention Deficit 
Disorder, Personality Disorders, and Asperger’s, to name a few.
Table 5. Demographic Information about Research Participants.
D e m o g ra p h ic  E le m e n t # %
A g e
18 to  25 194 2 0 .4
2 6  to  35 199 2 0 .9
3 6  to  45 2 1 0 2 2 .0
4 6  to  55 198 2 0 .8
O v e r  55 152 15 .9
E th n ic  O rig in
A fr ic a n  A m e r ic a n 16 1.9
A s ia n /P a c if ic  I s la n d e r 9 1.1
W h i te /E u ro p e a n  A m e r ic a n 6 9 3 8 3 .8
L a t in o /a 15 1.8
N a tiv e  A m e r ic a n 7 0 .7
O th e r 61 7 .3
D e c lin e d  to  R e s p o n d 27 3.3
D a ta  M is s in g 128
E d u c a tio n
S o m e  H ig h  S c h o o l 31 3 .3
H ig h  S c h o o l D ip lo m a /G E D 48 5 .0
S o m e  C o l le g e 2 9 4 3 0 .9
T ra d e  S c h o o l 62 6 .5
B a c h e lo r ’s D e g re e 2 7 4 2 8 .8
M a s te r ’s D e g re e 166 17.5
D o c to ra te 76 8 .0
In c o m e
< $ 1 5 ,0 0 0 2 9 2 3 0 .9
$ 1 5 ,0 0 1  to  $ 2 5 ,0 0 0 151 15.9
$ 2 5 ,0 0 1  to  $ 3 5 ,0 0 0 75 7 .9
$ 3 5 ,0 0 1  to  $ 4 5 ,0 0 0 95 10 .0
$ 4 5 ,0 0 1  to  $ 5 5 ,0 0 0 90 9 .5
$ 5 5 ,0 0 1  to  $ 6 5 ,0 0 0 57 6.1
$ 6 5 ,0 0 1  to  $ 7 5 ,0 0 0 41 4 .3
$ 7 5 ,0 0 1  to  $ 9 0 ,0 0 0 43 4 .5
$ 9 0 ,0 0 1  to  $ 1 0 0 ,0 0 0 27 2 .9
$ 1 0 0 ,0 0 1  to  $ 1 2 5 ,0 0 0 32 3 .4
> $ 1 2 5 ,0 0 0 74 7 .8
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Table 6. Sexual Orientation of Study Participants.








Two forms of the survey were distributed. Participants had the choice of 
completing an online survey or a paper and pencil survey. Other than format, there was 
no difference between the two surveys. Due to an error, early versions of both surveys 
did not include a question about racial and ethnic identity. This error was corrected, 
though it is responsible for the lack of data on this characteristic for 128 participants.
To control for order effects, the surveys were collated in random order, with the 
demographic questionnaire being presented last. This random presentation was also used 
in the online survey. Participants completed the following measures: (a) Positive and 
Negative Affect Schedule - Expanded Form (PANAS-X; Watson & Clark, 1999), (b) 
Body Investment Scale (BIS; Orbach & Mikulincer, 1998), (c) Depression Anxiety Stress 
Scales (DASS-21; Henry & Crawford, 2005); (d) Inventory of Statements about Self- 
Injury (ISAS; Klonsky & Glenn, 2009), and (e) a demographic questionnaire. Each of 
these instruments is described below.
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Positive and Negative Affect Schedule - Expanded Form (PANAS-X). The 
PANAS-X was developed in 1994 by Watson and Clark (1999). It is a 60-item schedule 
that takes about 10 minute to complete. The PANAS-X was designed to “reflect the 
hierarchical structure of self-rated affect” (Watson & Clark, p. 17).
The schedule has two higher order scales called Negative Affect and Positive 
Affect. The lower order scales include Negative Emotion Scales, Positive Emotion 
Scales, and Other Affective Scales. A sample version of the PANAS-X is found in 
Appendix F. Participants were asked to complete the schedule indicating the extent to 
which each person felt as described during the last week. Each of the words in the 
schedule corresponds with a different scale. The scores for each word are totaled to create 
a scale score for each participant.
Psychometric properties of the PANAS-X were determined through the 
administration of the instrument to college undergraduate students, substance abusers at a 
Veteran’s Administration facility, and clinical and non-clinical adult samples. 
Psychometric data reported for the PANAS-X is based on a community sample that 
completed the measure based on the time frame of the past week, which is consistent with 
how this form was used in the current study. Internal consistency reliabilities were strong 
for the higher order Positive and Negative Affect Scales (coefficient a  = .90). These two 
scales were negatively correlated (r = -0.38). The lower order scales also showed strong 
internal consistencies with a coefficient a  between .75 and .93. The reliability as
measured through Cronbach’s Alpha is strong for the current study (a = .87).
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Body Investment Scale (BIS). The BIS is a 24-item self-report that is designed to 
measure (a) image, feelings, and attitudes about the body; (b) body care; (c) body 
protection; and (d) comfort in physical touch (Orbach & Mikulincer, 1998). A copy of the 
BIS can be found in Appendix G. The BIS was originally developed for use with youth 
and adolescents in both clinical and nonclinical settings. It was developed in an effort to 
capture an individual’s investment in his or her body. Theoretically, if a person has a 
higher body investment he or she is less likely to cause self-harm. There is no 
information available on the length of time required to complete the BIS, however, it is 
short instrument, therefore it should not take more than 10 minutes to complete.
The final version of the BIS contains four factors with six items loading to each 
factor. The factors are: (a) body image feelings and attitudes, (b) comfort in touch, (c) 
body care, and (d) body protection. Orbach and Mikulincer (1998) report high internal 
consistency with each of the four factors (Cronbach’s alpha ranging from .80 to .95). 
Reports of validity indicated that clinical samples differed from nonclinical samples on 
all factors with the exception of comfort with touch. There is no data for test-retest 
reliability for this measure. This instrument was developed with clinical and non-clinical 
samples of adolescents from Israel. High scores on each factor indicate that the individual 
has a strong investment in his or her body. Low scores indicate little investment in one’s 
body and might indicate that a person is at risk for engaging in self-harming behaviors. 
The reliability as measured through Cronbach’s Alpha is strong for the current study (a = 
.89).
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Depression Anxiety Stress Scale (DASS-21). The DASS-21 is a short form of the 
DASS (Appendix H). The full DASS is a 42-item scale that was developed by Lovibond 
and Lovibond (1995b; Henry & Crawford, 2005). The DASS-21 contains 21 items and is 
a self-report measure of depression, anxiety, and stress. Lovibond and Lovibond (1995a) 
intended to develop a measure that examined depression and anxiety as separate 
constructs. The results of their work showed a third factor (stress). Brown, Chorpita, 
Korotitsch, and Barlow (1997) refer to this as the tripartite structure of depression, 
anxiety, and stress. Henry and Crawford conducted a study to determine the validity and 
to provide a normative sample for a nonclinical population.
The reliability results indicated strong internal consistency for all three subscales 
(a = .96 for Depression, a  = .89 for Anxiety, and a  = .93 for Stress). This instrument was 
originally developed using college students from Australia. The DASS-21 (a short form 
of the DASS) was developed utilizing an adult population from the United Kingdom. The 
scales were estimated using Cronbach’s Alpha. Results indicate that the Depression scale 
a  = .88, for the Anxiety scale a  = .82, for the Stress scale a = .90, and a  = .93 for the 
Total scale. Each item is rated on a four-point Likert-type scale. High scores indicate 
elevated levels of stress, anxiety, and depression. The reliability as measured through 
Cronbach’s Alpha is strong for the current study (a = .93).
Inventory o f Statements about Self-injury (ISAS). The ISAS was developed to 
assess the lifetime frequency and functions of non-suicidal self-injury (NSSI). The ISAS 
consists of two parts (a full copy of the ISAS can be found in Appendix I). The first part 
is a checklist of NSSI in which respondents are asked to indicate how many times they
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have engaged in 12 NSSI behaviors. These behaviors are cutting, biting, burning, 
carving, pinching, pulling hair, severe scratching, banging or hitting self, interfering with 
wound healing, rubbing skin against a rough surface, sticking self with needles, and 
swallowing dangerous substances.
The first part of the instrument also asks for the age at which the behavior began, 
the date of the most recent incident, the individual’s experience of pain, whether the 
individual was alone, how much time lapses between the urge to self-harm and the act 
itself, and an indication about whether the person wants to stop engaging in NSSI. The 
second part of the ISAS has 39 statements, which assess the function of NSSI. The 
statements are listed in a checklist fashion and are rated on a three-point Likert scale from 
very relevant to not relevant. These statements are listed in Appendix I. These 39 
statements represent 13 functions: (a) affect regulation, (b) interpersonal boundaries, (c) 
self-punishment, (d) self-care, (e) anti-dissociation/feeling generation, (f) anti-suicide, (g) 
sensation seeking, (h) peer bonding, (i) interpersonal influence, (j) toughness, (k) 
marking distress, (1) revenge, and (m) autonomy. High scores on each statement reflect 
that the statement does not apply to the individual. The ISAS has shown good 
psychometric properties when used with college student samples (a =.84). Item-total 
correlations ranged from .22 to .60 with a median score of .52. Test-retest reliability was 
conducted with a sub-sample of students and the result was a correlation of .85. The 
reliability as measured through Cronbach’s Alpha is strong for the current study (a =
.89). The reliability for the ISAS was based on the 39 items in the last part of the scale 
that examine the functions of self-injury.
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Procedures
Online Survey. The online survey was designed in SurveyGizmo, an online 
research tool. The survey was tested rigorously and a copy of the testing plan is included 
in Appendix J. It was expected that it would take 45 minutes to complete the survey. The 
modal amount of time for completion for people who had a history in self-injury was 20 
minutes. For people who did not have a history of self-injury, the modal time for 
completion was 14 minutes. Individuals who engaged in self-injury had an extra scale to 
complete, which would lead to the difference in the completion time.
After the survey was designed and approval was received for data collection an 
event was created in Facebook page with a status update posted to the principal 
investigator’s Facebook profile (the text of this message is found in Appendix K). The 
design of the Facebook event included choosing the feature that kept participant names 
hidden from view. This was used to ensure the anonymity of participants. This message 
was then added to other people’s status and Facebook pages in a snowball fashion. A 
copy of the screenshot of the event can be found in Appendix K.
In a search of google.com a total of 110 hits were received when searching for the 
term “124285/sknov.” This term was used rather than the name of the study (Mental 
Health in the Transgender Community) as it is a unique term that is part of the URL for 
the online version of the survey. This search resulted in 16 unique web sites. A listing of 
these sites is shown in Appendix O. Appendix P shows a listing of the online sources and
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the number of respondents from each source. This will not equal the total number of 
participants as this information was not available for every respondent.
In late August a single message was posted to 67 Yahoo! lists that serve the 
transgender community. A total of 41,543 people are subscribed on these 67 lists. A 
single message was sent as people are often members of more than one list. This ensured 
that even though a person may have received more than one request to participate in 
research there was a single request on each list. A listing of these groups can be found in 
Appendix A. A copy of the message that was sent can be found in Appendix N.
The survey was broken into five parts. These are (a) informed consent (Appendix 
L), (b) survey qualification, (c) demographic data (see Appendix M), (d) survey 
measures, and (e) NSSI measure. The introductory page gave them basic information 
about the study including the informed consent (as shown in the Appendix L, and 
approved by the University of North Dakota Institutional Review Board). While 
participants were offered no compensation for their participation, they were given the 
opportunity to be included in a raffle for 20 $ 100 cash prizes.
Eligibility Questions. The first two questions of the survey were used to “qualify” 
the participant for the study. The questions asked (a) if the person identifies as a 
transgender person and (b) if they are at least 18 years of age. Participants who were 
ineligible were directed to a page that thanked them for their interest and provided 
contact information of the principal investigator. Participants who had not engaged in 
NSSI but were otherwise eligible to participate were asked to complete the PANAS-X, 
the BIS, the DASS, and the demographic form. Participants who reported having engaged
in NSSI completed all the forms listed in addition to the ISAS.
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Paper and pencil survey. A paper and pencil version of the survey was also 
produced. This was primarily used with participants who were recruited at transgender 
conferences or through medical and mental health care providers. This survey packet 
included each of the elements that were a part of the online survey. A total of eight 
individuals completed a paper and pencil survey. These participants are included in the 




This section of the paper will be used to report the results of the study. It will 
follow the hypotheses and will end with information about post-hoc data analysis that 
was not included in the hypotheses. The data for this survey was analyzed using SPSS 
(PASW; version 17.0 for Windows).
Hypothesis 1
The first hypothesis, that transgender people will report a frequency of self- 
injurious behavior higher than the general population rate of 4 percent (Klonsky & 
Muehlenkamp, 2007) was analyzed by comparing the number of respondents who did 
and did not engage in self-injurious behaviors. This prevalence rate will be compared to 
those reported in the literature for both clinical and non-clinical samples.
A total of 399 people indicated a history of self-injury. This total represents 41.8 
percent of the total sample. Within the U.S. sample 41.6 percent (n = 799) indicated a 
history of NSSI, 48.9 percent (n = 92) of the participants from Europe have a history of 
self-injury, 33.3 percent (n = 54) from Canada have a self-injury history, and 37.5 percent 
(n = 24) of the remainder of the participants have engaged in self-injury. The differences 
between the prevalence rates by country or region was not significantly different as tested 
through a chi-square test (%2(2, N = 949) = 3.701,/? > .05).
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Fewer than 34 percent (n = 338) of the people who are on the MTF spectrum have 
a history of self-injury. In contrast nearly 46 percent (n = 487) of FTMs have engaged in 
self-injury, and about 43 percent (n = 130) of the remaining individuals have a history of 
self-injury. These prevalence differences based gender identity were significant using a 
chi-square test (%2(2, N = 955) = 15.37,/? < .01).
When compared to other samples, the overall rate of self-injury of 41.8 percent is 
significantly greater than that found in the general population (4 percent; Klonsky & 
Muehlenkamp, 2007). Even when the rate of self-injury is compared to college samples 
of 37 percent (Gratz, 2001), the transgender rate is greater.
Hypothesis 2
Individuals who are prevented from transitioning will show higher NSSI 
incidence rates than those who are allowed to transition. Participants were asked if they 
had ever been prevented from transitioning. Participants answered ‘yes’ or ‘no’ to this 
question. To test whether being prevented from transitioning resulted in higher NSSI 
incidence rates, a Pearson Chi-square was conducted. The results indicate that people 
who are prevented from transitioning are more likely than those who are not prevented 
from transitioning to engage in self-injury, %2(2, N = 954) = 223.21 ,p  < .01.
Interestingly, those who have been prevented from transitioning (n = 244) were equally 
likely to have engaged in self-injury (n = 122) or not (n = 122). Fifty percent of the 
people who had been prevented from transitioning had a history of self-injury, but only 
30 percent of those had who had not been prevented had a history of NSSI.
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This hypothesis was further tested to determine if the gender and whether a 
person was prevented from transition showed a significant difference on the total number 
of times a person has engaged in self-injurious behavior. A one-way ANOVA was used 
to test this interaction and the results were not significant for the intersection of gender 
and prevention (F(l,3) = .27,/? > .05). Gender has a significant effect on whether a 
person engages in self-injurious behaviors. Being prevented from transition also has a 
significant effect on self-injurious behavior. However, there is no interaction effect of 
these two variables on NSSI in the transgender community.
Hypothesis 3
Individuals who endorse higher rates of NSSI will show higher rates of negative 
affect as measured by the Positive and Negative Affect Scale -  Expanded Form (PANAS- 
X), higher scores on the Depression Anxiety Stress Scales (DASS-21), and lower scores 
on the Body Investment Scale (BIS).
The PANAS-X, DASS-21, and BIS were correlated with each other as shown in 
Table 7. The DASS-21 and the BIS had the strongest correlation (r = -.535, p  < .01). This 
was followed by the DASS-21 and the PANAS-X (r = .462, p < .01). Finally the 
PANAS-X and the BIS (r = -.193,/? < .01) were also significantly correlated. The 
negative correlation was hypothesized, as lower scores on the BIS are indicative of less 
investment in the body.
PANAS-X. This was tested by examining the differences on the PANAS-X higher 
and lower order subscales where correlations were computed based on age, months since 
transition, and the total number of times a person had engaged in self-injurious behaviors.
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Table 7. Correlation of Scale Total Scores.
Scale DASS-21 PANAS-X BIS
DASS-21 1.00
PANAS-X .462* 1.00
BIS -.535* -.193* 1.00
* Correlation is significant at the 0.01 level (2-tailed).
Age was positively correlated with the Positive subscale (r=  .114,/? < .001) and 
negatively correlated with the Negative subscale (r = -.234, p < .001). Age was 
negatively correlated with each of the Negative Affect scales. Age is positively correlated 
with the Positive Affect subscales of Joviality (r = .096, p < .01), Self-Assurance (r =
.085,/? < .01), and Attentiveness (r = .21 l ,p  < .001). Age was also negatively correlated 
with Shyness (r = -. 189, p < .001) and Fatigue (r = -.204, < .001) and positively
correlated with Serenity (r = .201,/? < .001) and Surprise (r = .082,/? < .01).
Months since transition was negatively correlated with the Negative subscale (r = 
-.140,/? < .001) and with each of the Negative Affect scales. Months since transition is 
positively correlated only to Attentiveness (r = .124,/? < .001). Months since transition is 
negatively correlated with Shyness and Fatigue. Shyness and Fatigue are subscales that 
are associates with “Other” feelings and not considered to be either “Positive” or 
“Negative”.
The total number of self-injurious acts was positively correlated with the Negative 
subscale (r = .107,/? < .01). Total NSSI is negatively correlated with Serenity (r = -.107, 
p < .01) and positively correlated with Fatigue (r= .125,/? < .01). Total NSSI was also
correlated with the Negative Affect Scale of Guilt (r -  .103,/? < .01).
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DASS-21. There were differences in the rate of depression, anxiety, and stress 
based on whether a participant engaged in self-injury. In all cases, levels of depression, 
anxiety, and stress were significantly higher for participants with a history of self-injury. 
The results for this are shown in Table 8.
Even though those with a history of self-injury show higher levels of depression, 
anxiety, and stress, it is important to note that the levels reported by these individuals are 
similar to those found in the sample used to validate the DASS-21. It can also be seen 
that there is a significant amount of variability of the levels of depression, anxiety, and 
stress in this sample.
Table 8. Mean Scores and t-test for Participants on the DASS-21 by Self-Injury Status.
History of NSSI
Yes No t
M (SD) M (SD)
Depression 7.4 (5.4) 5.3 (4.8) 6.37*
Anxiety 4.8 (4.1) 3.1 (3.4) 6.74*
Stress 8.3 (4.4) 6.1 (4.0) 7.99*
* Correlation is significant at the 0.01 level.
BIS. This was tested by comparing the BIS scores of those who endorse NSSI and 
those who do not. Significant differences between these two groups were found for each 
of the BIS subscales as shown in Table 9. For the Feeling subscale, the mean score for 
the participants who did not engage in self-injury was 18.5 (SD = 5.8) while those with a 
history of self-injury had a mean of 14.9 (SD = 5.7). It is important to remember that 
lower scores on the BIS are indicative of less investment in personal care. On the Touch
subscale, those with a history of self-injury had a mean score of 19.7 (SD = 5.1) and
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those without that history had a mean score of 21.9 (SD = 4.7). Individuals with a history 
of self-injury had a mean of 22.3 (SD = 3.6) on the Care subscale and those who do not 
self-injure had a mean of 24.1 (SD = 3.3). Finally, on the Protection subscale self- 
injuring participants had a mean score of 20.5 (SD = 4.1) and the remainder of the sample 
had a mean of 23.7 (SD = 3.2).
Table 9. Results of the Independent t-test for the Body Investment Scale and NSSI.
Subscale t P
Feeling -9.56 < .001
Touch -6.81 < .001
Care -7.95 < .001
Protection -13.32 < .001
Hypothesis 4
The BIS will be predictive of self-injurious behavior.
Further analysis of the BIS was conducted by performing discriminant analysis to 
determine is the BIS subscales were predictive of self-injurious behavior. The means for 
the BIS subscales were all lower for those with a history of self-injury. Lower scores on 
the BIS are indicative of lower investment in one’s body.
A discriminant analysis was conducted to determine if the BIS was predictive of 
self-injury. The overall Wilks’s lambda was significant, A = .8, %2 (4, N = 953) = 212.09,
p < .01, indicating that the overall predictors differentiated among the participants. Table 
10 is a presentation of the within group's correlations of the predictors and the 
discriminant functions as well as the standardized weights. Based on these coefficients,
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the Protection subscale shows the strongest relationship in predicting NSSI. The Feeling 
subscale also showed a strong predictive relationship. Both the Care and Touch subscales 
were less likely to predict NSSI.
Table 10. Standard Coefficients and Correlations of Predictor Variables.





The means on the discriminant functions are consistent with this interpretation, 
Participants without a history of NSSI (M = .42) had the highest scores on the BIS, while 
those with a history of NSSI had lower scores (M = -.59). When group membership is 
predicted based on BIS scores, 71.3 percent of individuals were correctly classified in 
this sample.
Research Question
Transgender individuals will report that NSSI is used to manage emotions as the 
result of feeling that one’s body does not match one’s internal sense of self. Specifically, 
it is expected that transgender individuals will more frequently endorse the intrapersonal 
functions of self-injury. It is also expected that the participants of this study will identify 
an additional function. This yet to be named function will be related to managing 
interpersonal difficulties that result from ongoing discrimination suffered by transgender 
people.
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The structure of the 39 items from the ISAS was analyzed using exploratory 
factor analysis. Two criteria were used to determine the number of factors: the scree test 
and the interpretability of the factor solution. The scree test indicated the presence of 
three clear factors. Together, these three factors account for 40.1 percent of the variance.
Three factors were identified through exploratory factor analysis. These factors 
are not consistent with the factors identified by Klonsky and Glenn (2009). The first 
factor has 22 items that are all positively loaded. Fifteen of these items are consistent 
with the Interpersonal Factor identified by Klonsky and Glenn. This factor appears to 
include items that would be consistent with Self-Preservation. This first factor accounted 
for 21.6 percent of the variance. Items that fall on this factor include: (a) giving myself a 
way to care for myself, (b) ensuring that I am self-sufficient, and (c) putting a stop to 
suicidal thoughts. Approximately one-third of the items that loaded on this factor were 
associated with the Intrapersonal Factor identified by Klonsky and Glenn.
The second factor for this sample included 12 items. Seven items loaded
negatively on this factor and the other five were positively loaded. The negatively loaded
items were all consistent with Klonsky and Glenn’s second factor, though it is unclear if
they loaded positively or negatively on their scale (2009). Each of the positively loaded
items on this factor are related to another person. This factor accounted for 10.1 percent
of the variance. Examples include: (a) letting others know the extent of my emotional
pain, (b) getting revenge against others, and (c) keeping a loved one from leaving or
abandoning me. The negatively loaded items are related to managing feelings. This may
be the factor that was predicted earlier in this paper. It was suggested “This yet to be
named function will be related to managing interpersonal difficulties that result from
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ongoing discrimination suffered by transgender people” (p. 46). The working name for 
this factor is Desperation Leading to Survival.
The final factor for this research sample is Emotional Abreaction. There are six 
items associated with this factor. Two items are negatively loaded and four are positively 
loaded. The items focus on anger and sadness and are an indication of a negative 
emotional reaction that leads to a person deciding to engage in self-harm. The third factor 
accounted for 8.5 percent of the variance. Examples of items on this factor are: (a) trying 
to hurt someone close to me and (b) expressing anger towards myself for being worthless 
or stupid.
The identification of these three factors is exploratory at this time. The three 
factors are: (a) Self-Preservation, (b) Desperation Leading to Survival, and (c) Emotional 
Abreaction. These factors will be further tested through confirmatory factor analysis and 
path analysis. A discussion of the implications of these factors is included later in this 
paper.
Post-Hoc Analyses
This section includes information about the post-hoc analysis of the data. This 
includes information about the timing for stopping NSSI among the research participants.
Stopping NSSI. Most of the participants in this study who had a history of NSSI 
stopped that behavior either one year before or within two years of beginning to 
transition. Fifty percent of participants had stopped NSSI two years before starting 
transition. Nearly 80 percent had stopped within one year of beginning transition. That 





The results of this study have interesting implications for psychological work with 
the transgender community. This section will begin with a discussion of the overarching 
results regarding the prevalence of NSSI. This will be followed by a discussion of the 
specific results related to co-occurring mental health concerns and the ways in which 
these affect a person’s likelihood to engage in self-injury. Finally, a brief discussion 
about the possible functions of self-injury for transgender people will conclude this 
section.
Prevalence
In addition to the overall prevalence rates being higher in the transgender 
community, people on the FTM spectrum are more likely to engage in self-injurious 
behavior. Most of the research of transgender people has been conducted on the MTF 
community. This study reveals a possibly important difference in the FTM and MTF 
communities that should be considered by mental health professionals. Historically, it has 
been assumed that females engage in self-injury more often than do males (Boudewyn & 
Liem, 1995). Given the nature of transition, it is difficult to apply this assumption to a 
transgender population. Further exploration of this idea could be completed by 
determining when the person began engaging in self-injurious behaviors and when the 
transition started. It might then
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be possible to attribute gender to this behavior. This data set comes close to being able to 
accomplish this, but more detailed questions about the initiation and duration of NSSI, as 
well as more thorough documentation of the transition process, will add to the 
contributions of this study.
There are several possible contributors to the differences in gender. On the one 
hand, an FTM may have social support from other girls as a younger child that 
normalizes this behavior, which becomes a coping mechanism for more than emotional 
regulation. It may also be a coping mechanism for struggles with gender identity. Since 
MTFs are often seen to choose a flight to masculinity as a means for addressing gender 
questions, self-injury may not be seen as a viable means for coping. Even though recent 
research is showing less difference in the prevalence of self-injury across the gender 
spectrum (Brown et al., 2007), this difference may still apply within the transgender 
community.
Although the rates of self-injury vary considerably from one country or region of
the world to the next, the differences are not statistically significant. It is not clear why
this is the case. It might be assumed that those people who have access to universal health
care, as is generally available in Europe and Canada, would be less likely to engage in
self-injury, though participants in Europe have much higher rates of self-injury than do
participants from Canada. This difference may be related to the manner in which people
are able to access health care in these areas. Anecdotal discussions indicate that the
process for gaining access to transition related health care in Europe is both complicated
and time-intensive. It is possible this leads to higher levels of emotional reactivity in
which the transgender person acts out of this emotion by engaging in self-injury. The
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results of this study are not inconsistent from those conducted in general population 
samples across regions of the world (c.f. Plener et ah, 2009).
A possible complication for the higher rates in European countries is the survey 
was presented in the English language. For people who do not speak English as a first 
language, and even for those who do, the introduction to the study may have led them to 
believe that only people who engage in self-injury are invited to participate. This would 
certainly lead to higher prevalence rates.
The fact that transgender people appear to engage in self-injury at significantly 
higher rates than the general population may be reflective of the nature of discrimination 
that transgender people are faced with on a daily basis. In the United States there are no 
federal protections regarding employment discrimination, fair housing, or fair lending 
practices. There are some states and local governmental units that provide this protection, 
but it is far from universal. It is understandable that a person who is faced with 
persecution in one or more domains of life would need to find a mechanism for coping 
with that stress. This will be addressed in greater detail in the implications for practice 
section.
One final consideration regarding the prevalence data is the importance of
acknowledging the possibility of inflated prevalence due to the sampling and data
collection process. The title of the research study was “Mental Health in the Transgender
Community.” This title was chosen so that people would not self-select out of the study if
the title was focused on self-injurious behavior. However, a total of 2,507 people clicked
on the survey link. Of those, 45.9 percent abandoned the survey. While the reason for
having abandoned the survey is unknown, it is possible that on seeing a basic description
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of the study, individuals with no history of self-injury may have opted out. The initial 
statement under the purpose of the study was: “You are invited to be in a research study 
about self-injurious behavior in the transgender community because you have indicated 
that you are trans-identified.” If the majority of the people who abandoned the survey had 
no history of self-injury, the obtained rate of 41.8% may be higher than that within the 
population.
Mental Health Concerns
The question of co-occurring mental health concerns is challenging for any group 
who have traditionally been marginalized. Are the co-occurring mental health diagnoses a 
part of the overall clinical impression, or are they a reaction to the discrimination, 
prejudice, and bias that a person manages on a day-to-day basis? The following sections 
will examine mental health concerns based on the results from the survey measures used 
in the data collection. Each of the measures will be discussed separately.
PANAS-X. It is not surprising to find that negative affect as measured by the 
PANAS-X is more often seen in individuals who have a history of self-injurious 
behavior. This is consistent with other reports of self-injurious behavior (cf., Brown et al., 
2007). While age and months since transition were related to negative affect, the total 
number of NSSI actions was only correlated with Guilt. Most of the correlations were 
small even though they were significant (r < .30). It is confusing though, that similar 
correlations were seen for the positive scales. In fact one of the strongest correlations was 
age and attentiveness (r = .21). Items that relate to this subscale are (a) attentive, (b) 
concentrating, (c) determined, and (d) alert.
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The similarity in results for age and months since transition make logical sense. 
The older a person is the longer the time since transition. There are some differences in 
these results that stand out. For example, the significant correlations seen with age and 
the Positive subscales do not also correspond with months since transition. A final 
comment regarding the PANAS-X relates to the correlation between the total number of 
acts of self-injury and the Negative subscales. The more incidents of self-injury, the 
higher the correlation to Fatigue and Guilt; especially as it related to Fatigue, this speaks 
to the need to ensure that clients have available a set of self-care skills that can be 
employed to address the challenges faced across life domains.
A final comment regarding the PANAS-X relates to the correlation between the 
total number of acts of self-injury and the Negative subscales. The more incidents of self- 
injury the higher the correlation to Fatigue and Guilt. Especially as it related to Fatigue, 
this speaks to the need to ensure that clients have available a set of self-care skills that 
can be employed to address the challenges faced across life domains.
Body Investment Scale. The Body Investment Scale is a measure of an 
individual’s investment in self-care. Given the concern that transgender people have for 
congruence between one’s body and one’s perceived gender, it is not surprising a lack of 
body investment was predictive of NSSI. If a person has a stronger investment in his or 
her body you would expect more attention to the details of care. Self-injurious behavior 
could be seen as a behavior in which the person is not caring for his or her body, even 
though the result of the NSSI may lead to the need for medical attention.
Transgender people might go through multiple surgeries or medical procedures to
achieve a body that is minimally satisfactory and at the best representative of one’s felt
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gender (Vanderburgh, 2007). It would be interesting to further examine a person’s body 
investment in consideration of surgical status and satisfaction with surgical outcomes.
Results also show that low scores on the BIS are predictive of self-injurious 
behaviors. The BIS is a short, readily available assessment tool that could easily be added 
as a screening measure for clinical practice. It would be important to determine the 
appropriate predictive cut-off scores. For example, at what point would a person’s score 
be indicative of clear risk as opposed to potential risk?
The Protection and Feeling subscales are most strongly predictive of self-injurious 
behavior. Protection includes statements that are indicative of an individual’s investment 
in assuring safety and a desire to engage in self-care. The Feeling items are more closely 
related to how an individual feels toward his or her body. For example, the statements 
generally reflect the idea that a person is happy (or not) about the physical appearance of 
the body. The Feeling subscale seems especially important in thinking about the 
transgender community since the main purpose for desiring a transition is to align one’s 
body or physical features with one’s felt gender identity.
DASS-21. The DASS-21 is a measure of states of depression, anxiety, and stress. 
Participants in this study showed significant levels of these states when compared based 
on self-injury status. These results are consistent with the results for the PANAS-X, 
which is also a measure of emotional states. The cause of the depression, anxiety, and 
stress is not known. These emotional states may or may not be related a person’s 
transgender identity. It also may or may not be related to experiences of workplace 
discrimination, family difficulties, legal struggles, or even difficulty in accessing 
competent physical and mental health care.
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Although the full extent of the co-occurring mental health disorders are not 
available, some participants reported having been diagnosed with one or more mental 
health disorders. These disorders covered a broad spectrum of disorders including 
Apserger’s Spectrum, Attention-Deficit Disorders, Eating Disorders, Substance Abuse, 
Mood and Anxiety Disorders, and Personality Disorders. The presence of Mood and 
Anxiety Disorders were fairly consistent across participants and this will be further 
explored as a means of understanding how these might also impact a client.
Functions of Self-Injury
Preliminary analysis of the functions of self-injury has been completed. The 
functions have been identified as self-preservation, desperation leading to survival, and 
emotional abreaction. Klonksy (2007) endorses two overarching functions, which he calls 
interpersonal and intrapersonal. The functions endorsed by the transgender sample may 
be indicative of the challenges that transgender people face.
The function of self-preservation speaks to the idea that a transgender person is 
making an effort to address the pain and distress they are feeling in a manner that 
recognizes the value that life has. Even though an individual may be experiencing 
difficulty, he or she may manage that difficulty through engaging in self-injurious 
behavior. One of the items that loads on this factor is causing injury as an alternative to 
suicide. Even though self-injury is seen by some as being a maladaptive behavior, as a 
means for avoiding suicide, it might be seen as an adaptive behavior.
The function of desperation leading to survival is closely related to the first factor
however it highlights the difficulties faced by transgender people and the desire to fit in.
Desperation is seen in the items such as causing pain so as not to feel numb or trying to
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feel something even though it is physical pain. Those acts of desperation are engaged in 
as a means to lead the person to survival. This includes the idea of providing a means for 
self-care and keeping others close by. As mentioned earlier, this function fits with the 
proposed idea that transgender people will use self-injury as a means of managing the 
stress associated with discrimination faced on many levels.
The final function, emotional abreaction, relates closely to the elevated scores on 
the DASS-21 and the PANAS-X for people with a history of NSSI. Emotional responses 
are normal when one is faced with discrimination and speaks to the need for mental 
health professionals to work with transgender clients in an effort to develop further 
coping skills that are both rooted in self-care and strengths-based.
Summary of Discussion
The impetus for conducting this study stemmed from a series of email messages. 
The content of the messages related to whether or not a mental health provider would 
write a letter in support of transition for a client who was engaging in self-injurious 
behavior. It was clear from the responses little was known about how frequently this 
behavior occurred in the transgender community. The findings of this study shed valuable 
light on this question.
Overall, the results of this study confirm the hypotheses about the prevalence of 
self-injury in the transgender community. Not only is this behavior much more frequent 
in the transgender community, it is also more prevalent for people who have been 
prevented from transitioning.
This study has far-reaching implications for psychological work with the
transgender community. It points to the need for working with transgender clients from a
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strengths-based, client-centered, or harm reduction model. In each of these paradigms, 
the experience and wishes of the transgender client are primary. Further , these 
approaches emphasize the role of the mental health professional as a source of support for 
the transgender client, rather than as a gate-keeper who controls whether or not ze will be 
able to transition. Readers are referred to the recent publication of the Competencies for 
Counseling with Transgender Clients that were recently published by the Association for 
Lesbian, Gay, Bisexual, and Transgender Issues in Counseling (2009).
Limitations
There are several limitations in the current study. First, the research design relied 
heavily on recruitment of research participants via the Internet. This is considered by 
some to be an ineffective method for recruiting research participants (Dillman, 2000). 
Reasons for this include difficulty in achieving a random sample and how it excludes 
those who lack access to the Internet. However, this method has been shown to quite 
effective with the transgender community (B. G. Beemyn, personal communication, July 
6, 2006; NCTE, 2009). As a means of controlling for this, the principal investigator 
attended several transgender conferences with the hope of reaching people who may not 
have heard of the study through electronic means. In reality, if a person cannot afford 
access to the Internet, it is unlikely that the same person would be able to afford to attend 
a regional or national conference.
A second limitation is the use of self-report of self-injury. NSSI is a highly
personal behavior, which many people prefer to keep as a secret from others. It is
possible that participants were either reluctant to share their experience or they tended to
respond in a manner they thought would please this researcher. Additionally, the
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introductory statement used for the online study may have led some individuals to refrain 
from responding to the survey, as they had no history of NSSI. The statement “You are 
invited to be in a research study about self-injurious behavior in the transgender 
community because you have indicated that you are trans-identified” may have been read 
to be an invitation for people with a history of NSSI as opposed to a transgender identity.
Third, this project is also affected by the passive design. However, it is not 
possible, due to ethical concerns, to conduct this research using a true experimental 
design. While a passive design is necessary when completing research on a topic such as 
self-injury, the passive design can be useful for gaining a more complete perspective of 
the nature of self-injury.
Implications for Further Research.
This study points to the importance of understanding the function of NSSI in the
transgender community. For some individuals NSSI may be a reaction to feeling of
discomfort with their body. For example, a person who is bom as a male and socialized
as such yet feels a strong affinity for and desire to live as a female is understandably
upset by the primary and secondary male characteristics of her body. It is understandable
that a person might be compelled to injure his or herself as a way to avoid the ongoing
pain of this mismatch. This type of behavior is often seen as a co-occurring diagnostic
concern that must be addressed prior to beginning/continuing transition. The results of
this study show that the opposite is both appropriate and likely to help move a person
toward health and happiness more readily. Rather than prevent a person from
transitioning because of the presence of self-injury, allow the person to transition and you
will likely see this behavior diminish or vanish entirely. It is entirely likely that there will
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be a spike in NSSI during the early stages of transition, but this might be mitigated 
through working with the client to develop alternative methods of coping with stress, 
anxiety, and experiences of discrimination.
It would be useful to develop a measure of NSSI that addresses the connection 
between this behavior and the individual’s dissatisfaction with his or her body due to a 
transgender identity. This would not be used as a diagnostic tool, but rather it would be 
used to inform the mental health professional about the steps to take in allowing a 
transgender client to begin/continue transition.
There are several directions that this research can take. The first would be a 
qualitative study of the transgender people who have a history of NSSI. This study would 
further examine the functions of NSSI for transgender people and be used to create case 
studies for a further research project. That subsequent project would utilize the case 
studies as scenarios for a research project designed to determine how mental health 
professionals would conceptualize the client’s presentation and develop a treatment plan. 
In this study mental health professionals who have experience working with transgender 
clients as well as those who do not will be recruited to participate. The goal of this study 
will be to develop guidelines for the treatment of transgender individuals with a history of 
self-injury. Specifically, the guidelines will address when self-injury is and is not a 
contra-indication to transition.
A final area of research would include a study that examines substance abuse and
eating disorders. Technically speaking, these are not considered to be self-injurious
behaviors, however they can be considered to be maladaptive behaviors. Reasons that
eating disorders and substance abuse disorders are not considered self-injurious is
67
because they are thought to be passive where self-injury is direct. Understanding the 
extent of these behaviors will shed additional light on coping behaviors and their effect 
on transgender people.
Implications for Practice and Training
Closely related to the overarching question of prevalence is the issue of how often 
NSSI occurs depending on the course of the transition process. Individuals who have 
been prevented from transitioning were more likely to engage in self-injurious behavior. 
One cannot assume this behavior was a direct result of the trans person’s inability to 
move forward. It can be seen as a cautionary consideration for mental health 
professionals and is indicative of the need to fully understand the coping mechanisms that 
clients rely on when they are experiencing stress, anxiety, and depression. Given the 
50/50 likelihood of engaging in self-injurious behavior for respondents in this research 
who had been prevented from transitioning, it is important for transgender clients who 
have clear contraindications to transition (e.g., medical concerns, financial constraints) be 
provided with strengths-based coping mechanisms. This will help to assure that people 
are engaging in coping activities that are focused on health.
Mental health professionals rarely receive training in formal programs regarding
competent work with transgender clients. In a recent study by Jensen (2010), most
respondents indicated that they had received little or no training in work with transgender
clients. The modal response in questions regarding formal training, which included
coursework, didactic training, and readings on the topic of transgenderism was zero. The
obvious challenge for training programs is that in order to provide the training a program
must have access to individuals who have experience. There is no certification program
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for becoming a gender specialist, yet being a gender specialist is the requirement for 
working with transgender clients according the WPATH Standards of Care.
When mental health professionals work with clients from a gate-keeping 
approach, they are more likely to alienate the client rather than build a trusting 
relationship (Lev, 2004). This is especially true when the client sees the mental health 
professional as the primary means for gaining access to life-affirming care. If mental 
health care providers are viewed as holding the keys to the gate, then one might expect 
clients to learn the magic words to open the gate rather than be willing to be honest about 
the challenges ze might be facing. It isn’t uncommon for clients to feel some regret after 
completing various steps in the transition process (Vanderburgh, 2007). If a client does 
not feel that his or her counselor will be supportive it is possible that he or she will not 
feel safe discussing these emotional reactions. However, if a counselor is working from a 
strengths-based or harm-reduction model, some of these concerns may be reduced.
Conclusions
This project was designed to assess the prevalence of self-injurious behavior in 
the transgender community. Results indicate that nearly 42 percent of respondents have a 
history of NSSI. This behavior is more common in FTMs than in MTFs. It is also more 
common in transgender individuals who have been prevented from transitioning. Another 
important finding of this research is that the Body Investment Scale is predictive of self- 
injurious behavior.
Transgender people have many challenges in life. Often they are faced with
discriminative work environments, hostile families and friends, and underemployment.
Transgender people are deserving of compassionate and competent mental health care.
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LIST OF GENDER CLINICS AND GENDER SPECIALISTS TARGETED FOR
PARTICIPANT RECRUITMENT*
Name of Clinic/Provider Discipline Location
A r le n e  L ev , L IC S W M e n ta l H ea lth  P r o fe s s io n a l A lb a n y , N Y
Christine McGinn, MD Surgeon Philadelphia, PA
Drs. Menard & Brassard Surgeons Montreal, Quebec
Ingersoll Gender Center Referral Center Seattle, WA
Katherine “Kit” Rachlin Mental Health Professional New York, NY
M a r c i B o w e r s , M D S u r g eo n T r in id a d , C O
Mazzoni Center Mental & Physical Health Clinic Philadelphia, PA
Michael Brownstein, MD Surgeon San Francisco, CA
M ic h e le  A n g e llo , P h D S e x o lo g is t P h ila d e lp h ia , P A
Program in Human Sexuality Psychological Services Minneapolis, MN
Randall Ehrbar Mental Health Professional San Francisco, CA
R eid  V a n d e r b u r g h , L M F T M e n ta l H ea lth  P r o fe s s io n a l P o r t la n d , O R
Seattle Counseling Services Mental Health Clinic Seattle
Steven Braveman, LMFT Mental Health Professional Monterey, CA
Toby Meltzer, MD Surgeon Scottsdale, AZ
Tom Waddell Clinic Mental & Physical Health Clinic San Francisco, CA
Wingspan LGBT Community Center Tucson, AZ
* Providers who are listed in bold face type agreed to disseminate materials to clients.
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APPENDIX C
SAMPLE LETTERS AND FORMS FOR PROVIDERS
Initial Letter
I a m  w r i t in g  to  a s k  fo r  y o u r  s u p p o r t  w ith  a r e s e a r c h  p r o je c t  I a m  c o n d u c tin g .  I a m  a 
d o c to ra l  s tu d e n t  a t  th e  U n iv e r s i ty  o f  N o r th  D a k o ta  in  th e  C o u n s e l in g  P s y c h o lo g y  p ro g ra m . I w ill  
b e g in  d a ta  c o l le c t io n  fo r  m y  d is s e r ta t io n  in  th e  n e x t  tw o  m o n th s .  I w o u ld  lik e  y o u r  h e lp  in  
r e c ru it in g  p a r t ic ip a n ts  fo r  th is  s tu d y .
T h e  s tu d y  is tit le d : M e n ta l  H e a lth  in  th e  T ra n s g e n d e r  C o m m u n ity .  T h e  o v e ra l l  g o a l  o f  th e  
p ro je c t  is to  d e te rm in e  th e  p r e v a le n c e  a n d  fu n c tio n s  o f  s e l f - in ju r io u s  b e h a v io r  in  th e  t r a n s g e n d e r  
c o m m u n ity .  P a r t ic ip a n ts  d o  n o t n e e d  to  b e  p e o p le  w h o  h a v e  e n g a g e d  in  s e l f - in ju r io u s  b e h a v io r .  
T h e  s tu d y  w ill  ta k e  b e tw e e n  2 0  to  4 0  m in u te s  to  c o m p le te .
I w o u ld  b e  h a p p y  to  s e n d  y o u  p a p e r  a n d  p e n c il v e r s io n s  o f  th e  s u rv e y s  to  d is t r ib u te  to  
y o u r  c l ie n ts  a n d  p a t ie n ts .  I w ill  a ls o  p ro v id e  p re -p a id  e n v e lo p e s  fo r  th e  e a sy  r e tu rn  o f  th e s e  
su rv e y s . I c a n  a lso  p ro v id e  y o u  w ith  p o s tc a rd s  th a t  c a n  b e  d is t r ib u te d  th a t  e x p la in  h o w  to  a c c e s s  
th e  s u rv e y  o v e r  th e  In te rn e t .
I w o u ld  a p p re c ia te  y o u r  h e lp  in  r e c ru i t in g  p a r t ic ip a n ts  f o r  th is  p ro je c t .  I  a m  a  f e m a le - to -  
m a le  t r a n s s e x u a l  m y s e lf ,  a n d  h o p e  to  u s e  th is  r e s e a rc h  to  h e lp  d e v e lo p  r e c o m m e n d a t io n s  a n d  
g u id e lin e s  fo r  w o rk in g  w ith  t r a n s g e n d e r  p e o p le  f ro m  a  s tr e n g th s -b a s e d  a p p ro a c h .
I f  y o u  h a v e  a n y  q u e s t io n s ,  p le a s e  d o  n o t h e s i ta te  to  a s k . I c a n  b e  r e a c h e d  v ia  e m a il  a t: 
lm d ic k e y .r e s e a rc h @ g m a il .c o m  o r  b y  te le p h o n e  a t (7 0 1 )  8 8 5 -1 1 2 5 .  M y  a d v is o r ,  D r. C in d y  
J u n tu n e n ,  is  s u p e rv is in g  th is  p r o je c t .  S h e  c a n  b e  r e a c h e d  a t ( 7 0 1 )  7 7 7 -3 7 4 0 . T h is  s tu d y  w ill  b e  
s u b m it te d  to  th e  In s ti tu t io n a l R e v ie w  B o a rd  in  e a r ly  M a y  fo r  a p p ro v a l  p r io r  to  d a ta  c o l le c tio n . I 
w ill  p r o v id e  a  c o p y  o f  th a t  a p p ro v a l  w h e n  it is a v a ila b le .
I h a v e  e n c lo s e d  a  s a m p le  a c c e p ta n c e  le t te r ,  w h ic h  c a n  b e  c o p ie d  o n to  y o u r  b u s in e s s  
le tte rh e a d . I f  y o u  a re  w ill in g  to  a s s is t  w ith  d is s e m in a t io n  o f  th e  r e s e a rc h  m a te r ia ls ,  p le a s e  
c o m p le te  th e  e n c lo s e d  fo rm  a n d  r e tu r n  it  w ith  a c o p y  o f  th e  s ig n e d  le tte r  in  th e  e n v e lo p e  p ro v id e d .
S in c e re ly ,
lo re  m . d ic k e y ,  M A  
G ra d u a te  S tu d e n t
C in d y  J u n tu n e n ,  P h D  




Thank you for agreeing to serve as a referral source for the data collection of my 
dissertation. I have enclosed the materials you asked for. I have also included a form and 
return envelope should you need additional materials. You can also request these by 
sending an email to: lmdickey.research@gmail.com
I stated in my initial letter that I would provide a copy of the Institutional Review 
Board approval for this project. You will find a copy of that approval in this package as 
well.
The postcards that I have included were designed for distribution at transgender 
conference. Please know that the survey link is accurate and that is the easiest way for 
people who have access to a computer to complete the survey.
If a person needs the paper & pencil survey, please ask them to return it in the 
prepaid envelope provided. They will also need to complete the postcard if they want to 
enter the raffle. The postcards will be separated from the surveys upon receipt to protect 
anonymity.
Please let me know if you have any questions about this project. I can also be 
reached by telephone at (701) 885-1 125.




MENTAL HEALTH IN THE TRANSGENDER COMMUNITY 
RECRUITMENT SOURCE
□ I/we agree to be a referral source for the above referenced research project.
□ I/we would like to receive copies of the paper and pencil version of the
survey.
□ I/we would like to receive postcards advertising access to the online





I/we understand that lore m. dickey will contact us to notify us that the study has been 
completed. We will continue to provide information about the research project to our 
clients/patients until such notification is made.
Signature/Title Date
77
MENTAL HEALTH IN THE TRANSGENDER COMMUNITY 
DATA COLLECTION
Please send additional recruitment materials to the address shown below.
Please send_______copies of the paper & pencil version of the survey.




City, State Zip Code
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APPENDIX D
SAMPLE POSTCARD AND BUSINESS CARD
Mental Health in the Transgender Community
l o r e  m . c l ic k e y ,  J V I A
M e n ta l H ea lth  in the  
T ra n s g e n d e r 
C o m m u n ity
F or m ore  in fo rm a tion , 
c o n ta c t lo re  at:
(70 1 ) 885-1125
2901 U nivers ity  Ave Stop 7021 
G rand Forks, ND 58202-7021
lm dickeyresearch@ gm ail.ccm
T h is  s tu d y  is be ing  co n d u c te d  by 
lo re  m. d ickey, a d o c to ra l s tu d e n t 
a t th e  U n ive rs ity  o f N orth  D ako ta . 
T h is  s tu d y  has been  a p p ro v e d  by 
the  U n ive rs ity 's  Ins titu tio n a l 
R e v ie w  B oa rd .T h is  s tud y  lo oks  at 
im p o rta n t m en ta l he a lth  issu e s  
fo r tra n s g e n d e r peop le .
You can  co m p le te  th e  s u rv e y  
o n lin e  a t the  link lis ted  be low , o r 
ta ke  a p a p e r and pe nc il ve rs io n  
w h ic h  is a va ila b le  fro m  lo re . T he  
su rve y  w ill take  up to 2 0  to  40  
m in u te s  to  com p le te .
h ttp ://w w w .s u rv e y g izm o .e o m /s /1 2 4 2 8 5 /s k n o v
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Mental Health in the 
Transgender Community 
lore m. dickey, MA
2901 Universit/ Ave Stop 7021 






LIST OF CONFERENCES TARGETED FOR PARTICIPANT RECRUITMENT
Conference Host City, State Dates No. of Registrants
Gender Odyssey Seattle, WA September 2009 500*
Southern Comfort Atlanta, GA October 2009 800
Philly Trans Health Days Philadelphia, PA June 2009 1409
World Professional Oslo, Norway June 2009 250*
Association for
Transgender Health
* Estimated number of registrants.
81
APPENDIX F
POSITIVE AND NEGATIVE AFFECT SCHEDULE -EXPANDED FORM
This scale consists of a number of words and phrases that describe different feelings and 
emotions. Read each item and then mark the appropriate answer in the space next to that 
word. Indicate to what extent you felt this wav during the last week.
1 2 3
very slightly a little moderately 



































































The following is a list of statement’s about one’s experience, feelings, and attitudes of 
his/her body. There are no right or wrong answers. We would like to know what your 
experience, feeling, and attitudes of your body are. Please read each statement carefully 
and evaluate how it relates to you by checking the degree to which you agree or disagree 
with it. Please select the statement that most closely matches your feelings. Try to be as 
honest as you can.
1. I believe that caring for my body will improve my well-being.
2. I don’t like it when people touch me. (R)
3. It makes me feel good to do something dangerous. (R)
4. I pay attention to my appearance.
5. Iam frustrated with my physical appearance. (R)
6. I enjoy physical contact with other people.
7. I am not afraid to engage in dangerous activities. (R)
8. I like to pamper my body.
9. I tend to keep a distance from the person with whom I am talking. (R)
10. I am satisfied with my appearance.
11. I feel uncomfortable when people get too close to me physically. (R)
12.1 enjoy taking a bath.
13.1 hate my body. (R)
14. In my opinion it is very important to take care of the body.
15. When I am injured, I immediately take care of the wound.
16. I feel comfortable with my body.
17. I feel anger toward my body. (R)
18.1 look in both directions before crossing the street.
19. I use body care products regularly.
20. 1 like to touch people who are close to me.
21.1 like my appearance in spite of its imperfections.
22. Sometimes I purposely injure myself. (R)
23. Being hugged by a person close to me can comfort me.
24. I take care of myself whenever I feel a sign of illness.
Note: R = scored in reverse direction.
© 1998 by Israel Orbach and Mario Mikulincer
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APPENDIX H
DEPRESSION ANXIETY STRESS SCALES 21
D A S S 2 1  N am e: Date:
P le a s e  r e a d  e a c h  s ta te m e n t  a n d  c i rc le  a n u m b e r  0 , 1 , 2 ,  o r  3 th a t  in d ic a te s  h o w  m u c h  th e  
s ta te m e n t  a p p l ie d  to  y o u  over the p a s t week. T h e re  a r e  n o  r ig h t o r  w ro n g  a n s w e rs .  D o  n o t 
s p e n d  to o  m u c h  t im e  o n  a n y  s ta te m e n t.
The ra ting  sca le is as fo llo w s:
0  D id  n o t  a p p ly  to  m e  a t a ll
1 A p p lie d  to  m e  to  s o m e  d e g re e ,  o r  so m e  o f  th e  t im e
2 A p p lie d  to  m e  to  a  c o n s id e ra b le  d e g re e , o r  a  g o o d  p a r t  o f  tim e
3 A p p lie d  to  m e  v e ry  m u c h ,  o r  m o s t  o f  th e  tim e
1 I fo u n d  it  h a rd  to  w in d  d o w n 0 1 2 3
2 I w a s  a w a re  o f  d ry n e s s  o f  m y  m o u th 0 1 2 3
3 I c o u ld n 't  s e e m  to  e x p e r ie n c e  a n y  p o s i t iv e  f e e l in g  a t  a ll 0 1 2 3
4 I e x p e r ie n c e d  b r e a th in g  d if f ic u l ty  (e .g .,  e x c e s s iv e ly  r a p id  
b re a th in g ,  b r e a th le s s n e s s  in  th e  a b s e n c e  o f  p h y s ic a l  e x e r tio n )
0 1 2 3
5 I fo u n d  it d if f ic u l t  to  w o rk  u p  th e  in i t ia t iv e  to  d o  th in g s 0 1 2 3
6 I te n d e d  to  o v e r - re a c t  to  s i tu a tio n s 0 1 2 3
7 I e x p e r ie n c e d  t r e m b lin g  (e .g .,  in  th e  h a n d s ) 0 1 2 3
8 I f e lt  th a t I w a s  u s in g  a lo t o f  n e rv o u s  e n e rg y 0 1 2 3
9 I w a s  w o rr ie d  a b o u t  s i tu a t io n s  in  w h ic h  I m ig h t  p a n ic  a n d  m a k e  a 
fo o l o f  m y s e l f
0 1 2 3
10 I f e lt  th a t  I h a d  n o th in g  to  lo o k  fo rw a rd  to 0 1 2 3
11 I fo u n d  m y s e l f  g e t t in g  a g i ta te d 0 1 2 3
12 I fo u n d  it  d if f ic u l t  to  r e la x 0 1 2 3
13 I f e l t  d o w n -h e a r te d  a n d  b lu e 0 1 2 3
14 I w a s  in to le ra n t  o f  a n y th in g  th a t k e p t m e  f ro m  g e t t in g  o n  w ith  
w h a t  I w a s  d o in g
0 1 2 3
15 I f e l t  I w a s  c lo s e  to  p a n ic 0 1 2 3
16 I w a s  u n a b le  to  b e c o m e  e n th u s ia s t ic  a b o u t  a n y th in g 0 1 2 3
17 I f e l t  I w a s n 't  w o r th  m u c h  a s  a  p e rso n 0 1 2 3
18 I fe lt  th a t I w a s  r a th e r  to u c h y 0 1 2 3
19 I w a s  a w a re  o f  th e  a c t io n  o f  m y  h e a r t  in  th e  a b s e n c e  o f  p h y s ic a l  
e x e r t io n  (e .g ., s e n s e  o f  h e a r t  ra te  in c re a s e , h e a r t  m is s in g  a b e a t)
0 1 2 3
2 0 I fe lt  s c a re d  w i th o u t  a n y  g o o d  re a so n 0 1 2 3
21 I fe lt  th a t life  w a s  m e a n in g le s s 0 1 2 3
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APPENDIX I
INVENTORY OF STATEMENTS ABOUT SELF-INJURY (ISAS) 
Section I. Behaviors
T h is  q u e s t io n n a ire  a sk s  a b o u t  a v a r ie ty  o f  s e lf -h a rm  b e h a v io r s .  P le a s e  o n ly  e n d o r s e  a b e h a v io r  i f  
y o u  h a v e  d o n e  it in te n t io n a l ly  ( i .e .,  o n  p u rp o s e )  a n d  w ith o u t  s u ic id a l  in te n t .
1. Please estimate the number of times in your life you have intentionally (i.e., on purpose) 
performed each type of non-suicidal self-harm (e.g., 0, 10, 100, 500):
C u tt in g  _____  S e v e re  S c ra tc h in g
B itin g  
B u rn in g  
C a rv in g  
P in c h in g
B a n g in g  o r  H it t in g  S e l f  
In te r f e r in g  w / W o u n d  H e a lin g
R u b b in g  S k in  A g a in s t  R o u g h  S u rfa c e  
_____  S tic k in g  S e l f  w /  N e e d le s
P u ll in g  H a ir S w a llo w in g  D a n g e ro u s  S u b s ta n c e s
************************************************************************
Important: If you have performed one or more of the behaviors listed above, please 
complete the final part of this questionnaire. If you have not performed any of the 
behaviors listed above, you are done with this particular questionnaire and should continue 
to the next.
************************************************************************
2. If you feel that you have a main form of self-harm, please circle the behavior(s) on the 
first page above that you consider to be your main form of self-harm.
3. At what age did you:
F irs t  h a rm  y o u r s e lf ?  ________________  M o s t  r e c e n tly  h a rm  y o u r s e lf ?  _______________
( a p p ro x im a te  d a te  -  m o n th /d a te /y e a r )
4. Do you experience physical pain during self-harm?
P le a s e  c i rc le  a  c h o ic e :  Y E S  S O M E T IM E S  N O
5. When you self-harm, are you alone?
P le a s e  c i r c le  a c h o ic e : Y E S  S O M E T IM E S  N O
6. Typically, how much time elapses from the time you have the urge to self-harm until you 
act on the urge?
P le a se  c i r c le  a c h o ic e :
<  1 h o u r  1 - 3 h o u rs
6 - 1 2  h o u r s  1 2 - 2 4  h o u rs
7. Do/did you want to stop self-harming?
P le a s e  c i r c le  a c h o ic e : Y E S
3 - 6  h o u rs  
>  1 d a y
NO
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Inventory of Statements About Self-injury (ISAS) -  Section II. Functions
Instructions
This inventory was written to help us better understand the experience of non-suicidal 
self-harm. Below is a list of statements that may or may not be relevant to your 
experience of self-harm. Please identify the statements that are most relevant for you: 
Circle X if the statement is v e r y  r e le v a n t  for you 
Circle 2 if the statement is s o m e w h a t  r e le v a n t  for you 
Circle 3 if the statement n o t  r e le v a n t  for you at all
“When I self-harm, lam ...
1. ... calming myself down
2. ... creating a boundary between myself and others
3. ... punishing myself
4. ... giving myself a way to care for myself (by attending to the wound)
5. ... causing pain so I will stop feeling numb
6. ... avoiding the impulse to attempt suicide
7. ... doing something to generate excitement or exhilaration
8. ... bonding with peers
9. ... letting others know the extent of my emotional pain
10. ... seeing if I can stand the pain
11. ... creating a physical sign that I feel awful
12. ... getting back at someone
13. ... ensuring that I am self-sufficient
14. ... releasing emotional pressure that has built up inside of me
15. ... demonstrating that I am separate from other people
16. ... expressing anger towards myself for being worthless or stupid
17. ... creating a physical injury that is easier to care for than my emotional 
distress
18. ... trying to feel something (as opposed to nothing) even if it is physical 
pain
19. ... responding to suicidal thoughts without actually attempting suicide
20. ... entertaining myself or others by doing something extreme
























Inventory of Statements About Self-injury (ISAS) -  Section II. Functions
Cont.
22. ... seeking care or help from others 1 2 3
23... . demonstrating I am tough or strong 1 2 3
24. . .. proving to myself that my emotional pain is real 1 2 3
25. . .. getting revenge against others 1 2 3
26. . .. demonstrating that I do not need to rely on others for help 1 2 3
27. ... reducing anxiety, frustration, anger, or other overwhelming 
emotions
1 2 3
28. . .. establishing a barrier between myself and others 1 2 3
29. . .. reacting to feeling unhappy with myself or disgusted with myself 1 2 3
30. ... allowing myself to focus on treating the injury, which can be 
gratifying or satisfying
1 2 3
31. . .. making sure I am still alive when I don’t feel real 1 2 3
32. ... putting a stop to suicidal thoughts 1 2 3
33. ... pushing my limits in a manner akin to skydiving or other extreme 
activities
1 2 3
34. ... creating a sign of friendship or kinship with friends or loved ones 1 2 3
35. . .. keeping a loved one from leaving or abandoning me 1 2 3
36. ... proving I can take the physical pain 1 2 3
37. . .. signifying the emotional distress I’m experiencing 1 2 3
38. . .. trying to hurt someone close to me 1 2 3
39. ... establishing that I am autonomous/independent 1 2 3
(Optional) In the space below, please list any statements that you feel would be more 
accurate for you than the ones listed above.
(Optional) In the space below, please list any statements you feel should be added to the 
above list, even if they do not necessarily apply to you:
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APPENDIX J
TESTING PLAN FOR ONLINE VERSION OF SURVEY 
The steps taken for the testing of the online survey are listed below.
• Multiple volunteers completed the survey using a pre-determined script. This was 
done to test the amount of time for completion and also to test various elements of 
the survey logic.
• Testing the functionality for data collection. This was done to assure that the 
survey data would not need to be recoded after data collection.
• Testing the transfer and import of data into SPSS for analysis.
• Testing the security of the survey (IP addresses should not be collected). IP 
addresses were not collected as a means of further assuring anonymity.
• Testing the length of time necessary to complete the survey.
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APPENDIX K
EVENT MESSAGE ON FACEBOOK
Please copy and paste the link shown above to participate in my dissertation research 
project.
I am a doctoral student at the University of North Dakota. I am collecting data on an 
important mental health topic. I appreciate your taking time to complete this online study. 
It should take from 20 to 40 minutes to complete. As a means of saying thank you for the 
time you put into this study, I am offering twenty $100 cash prizes in a raffle that will be 
conducted after the study closes (Fall 2009).
This study has been approved by the University of North Dakota Institutional Review 
Board. Further information about that approval can be found at the study web site.
Please feel free to forward this message to others who may qualify for participation. 
Anyone who identifies as transgender and is at least 18 years is eligible to participate.
facebook
[ST] Mental Health in the Transgender Com m unity
Host lore m. dsckey
Type Education -  Study Group
Network Ciobai
Start Time: Friday, June 5, 2009 at 12:00am
End Time: Sunday, October 4. 2009 at 12 00pm
Location http . //www, surveygiz mo.com 
/s /124285 /sknov
Rhone 7018851125
Email imdi ckey. res* arch@gmaii ,c.om
Description
Please copy and paste the link shown above to participate in my dissertation research project.
invite People to Come 
Edit Guest List 
Cancel this Event 
Edit Event
l am a doctoral student at the University of North Dakota. I am collecting data on an important Message Guests
mental health topic, i appreciate your taking time to  complete this online study. It should take prmt Guest List
from 20 to 40 minutes to complete. As a means of saying thank you for the tim e you put into this 
study, i am offering twenty $100 cash prizes in a raffle that will be conducted after the study
closes (Fall 2009). j Share • +  : i Export Hjj
This study has been approved by the University of North Dakota institutional Review Board. Your RSVP
Further information about tha t approval can be found at the study web site.
Please feel free to forward this m essage to  others who may qualify for participation. Anyone who 
identifies as transgender and is at least 18 years Is eligible to participate.
0  Attending 
0  Maybe Attending 
Q  Not Attending




T I T L E :  Mental Health in the Transgender Community
P R I M A R Y  I N V E S T I G A T O R :  lore m. dickey, MA
lore is a female-to-male transsexual and a doctoral student in Counseling Psychology. He 
has been a member of the LGBT community since 1983. He transitioned in 1999. He is 
interested in making counseling and the therapeutic experience safe for all transgender 
clients.
P H O N E :  (701) 885-1125
D E P A R T M E N T :  University of North Dakota Department of Counseling Psychology
& Community Services
S T A T E M E N T  O F  R E S E A R C H
A person who is to participate in the research must give informed consent to such 
participation. This consent must be based on an understanding of the nature and risks of 
the research. This document provides information that is important for this 
understanding. Research projects include only subjects who choose to take part. Please 
take your time in making your decision as to whether to participate. If you have questions 
at any time, please ask.
W H A T  IS  T H E  P U R P O S E  O F  T H I S  S T U D Y ?
You are invited to be in a research study about self-injurious behavior in the transgender 
community because you have indicated that you are trans-identified.
The purpose of this research study is to gain a clearer understanding of how often 
transgender individuals engage in self-injurious behavior and to document if that 
behavior is used by mental health professionals to stop an individual from 
beginning/continuing transition.
H O W  M A N Y  P E O P L E  W I L L  P A R T I C I P A T E ?
Approximately 1000 people will take part in this study. This survey will be administered 
over the Internet, through gender clinics and gender specialists, and will be made 
available at transgender conferences.
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H O W  L O N G  W I L L  I B E  IN  T H I S  S T U D Y ?
Your participation in the study will last approximately 45 to 60 minutes. You can save 
the survey and return to it at a later time if necessary. Instructions for saving are available 
by clicking the save & return link in the upper right comer of your browser window.
W H A T  W I L L  H A P P E N  D U R I N G  T H I S  S T U D Y ?
You will be asked to complete a series of surveys. These surveys ask personal questions 
about mental health, transition, gender identity, and self-injurious behavior. The 
questions are optional and you can stop completing the survey at any time.
W H A T  A R E  T H E  R I S K S  O F  T H E  S T U D Y ?
There may be some risk from participating in this study. The subject matter for the survey 
is generally a private matter and may be uncomfortable for you to reflect and report on. 
You will be provided with a list of counseling services available either in your area or 
available throughout the United States by way of a toll-free phone number.
You may experience frustration that is often experienced when completing surveys. Some 
questions may be of a sensitive nature, and you may therefore become upset as a result. 
However, such risks are not viewed as being in excess of “minimal risk”. If, however, 
you become upset by questions, you may stop at any time or choose not to answer a 
question. If you would like to talk to someone about your feelings about this study, you 
are encouraged to contact one of the counseling resources listed at the end of this survey.
W H A T  A R E  T H E  B E N E F I T S  O F  T H I S  S T U D Y ?
You may not benefit personally from being in this study. However, I hope that, in the 
future, other people might benefit from this study because the results from this study will 
be used to help create recommendations for counselors to follow in working with 
transgender clients.
W I L L  IT  C O S T  M E  A N Y T H I N G  T O  B E  IN  T H I S  S T U D Y ?
You will not have any costs for being in this research study. Should you need to seek 
counseling services any costs associated with counseling are your responsibility.
W I L L  I B E  P A I D  F O R  P A R T I C I P A T I N G ?
You will not be paid for being in this research study. Participants will have the 
opportunity to enter a raffle for one of twenty $ 100 cash prizes.
W H O  IS F U N D I N G  T H E  S T U D Y ?
This research project is being funded by the primary investigator (lore m. dickey).
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C O N F I D E N T I A L I T Y
The records of this study will be kept private to the extent permitted by law. In any report 
about this study that might be published, you will not be identified. Government agencies 
and the University of North Dakota Institutional Review Board may review your study 
record.
Any information that is obtained in this study and that can be identified with you will 
remain confidential and will be disclosed only with your permission or as required by 
law. Confidentiality will be maintained by means of securing the consent forms in a 
locked cabinet.
If I write a report or article about this study, I will describe the study results in a 
summarized manner so that you cannot be identified.
IS T H I S  S T U D Y  V O L U N T A R Y ?
Your participation is voluntary. You may choose not to participate or you may 
discontinue your participation at any time without penalty or loss of benefits to which 
you are otherwise entitled. Your decision whether or not to participate will not affect 
your current or future relations with the University of North Dakota.
C O N T A C T S  A N D  Q U E S T I O N S ?
The researcher conducting this study is lore m. dickey. You may ask any questions you 
have now. If you later have questions, concerns, or complaints about the research please 
contact lore at (701) 885-1 125 or by email at: lmdickey.research@gmail.com
If you have questions regarding your rights as a research subject, or if you have any 
concerns or complaints about the research, you may contact the University of North 
Dakota Institutional Review Board at (701) 777-4279. Please call this number if you 
cannot reach research staff, or you wish to talk with someone else.
By clicking next you indicate that your questions have been answered, and that you agree 




In d iv id u a l
1. H o w  o ld  a re  y o u ?
2 . W h a t is  y o u r  g e n d e r?
3. W h a t  is  y o u r  r a c ia l /e th n ic  id e n ti ty ?
a . A s ia n
b. B la c k /A fr ic a n  A m e r ic a n
c . W h ite /E u ro p e a n  A m e r ic a n
d . H is p a n ic /L a tin o /a
e. H a w a i ia n  o r  O th e r  P a c if ic  I s la n d e r
f. D e c l in e  to  R e s p o n d
g . N a t iv e  A m e r ic a n /A la s k a  N a t iv e  ( s p e c ify  tr ib a l  a f f i l ia t io n )
h . O th e r /M u lt i - ra c ia l  ( s p e c ify )
4 . W h a t is  y o u r  h ig h e s t  le v e l o f  e d u c a t io n ?
a . H ig h  S c h o o l
b. H ig h  S c h o o l D ip lo m a /G E D
c. S o m e  C o lle g e
d . T ra d e  S c h o o l
e . B a c h e lo r ’s D e g re e
f. M a s te r ’s D e g re e
g . D o c to ra l /P ro fe s s io n a l  D e g re e
5. W h a t is  y o u r  a n n u a l  in c o m e ?
a. le s s  th a n  $ 1 2 ,0 0 0
b . $ 1 2 ,0 0 1  to  $ 1 5 ,0 0 0
c. r a is e s  b y  $ 5 0 0 0  in c re m e n ts
6. W h a t is  y o u r  m a r i ta l / r e la t io n s h ip  s ta tu s ?
a . S in g le
b. M a rr ie d
c. P a r tn e re d
d . D iv o rc e d
e. S e p a ra te d
f. W id o w (e r )
7. W h a t is  y o u r  e m p lo y m e n t s ta tu s ?
a. F u ll- t im e
b. P a r t- t im e
c. S tu d e n t
d. U n e m p lo y e d
e. R e tir e d
f. S e e k in g  E m p lo y m e n t
93
8. W h a t  is  y o u r  s e x u a l  o r ie n ta t io n ?
a. S tra ig h t
b . L e s b ia n /G a y
c. B is e x u a l/P a n s e x u a l
d . A s e x u a l
e. Q u e e r
9 . W h e re  d o  y o u  l iv e ?
a. I f  y o u  l iv e  in  th e  U n ite d  S ta te s ,  w h ic h  s ta te  d o  y o u  liv e  in?
b . I f  y o u  l iv e  in  C a n a d a , w h ic h  p r o v in c e  d o  y o u  liv e  in ?
10. H o w  o ld  w e re  y o u  w h e n  y o u  f ir s t  r e a l iz e d  y o u  w e re  t r a n s g e n d e r / t r a n s s e x u a l?
11. H a v e  y o u  b e g u n  to  t r a n s i t io n ?
12. H a v e  y o u  b e g u n  a  s o c ia l  t r a n s i t io n  ( i .e .,  n a m e  c h a n g e  w ith  n o / l i t t le  m e d ic a l  t r e a tm e n t)?
13. H a v e  y o u  b e g u n  a  m e d ic a l  t r a n s i t io n  ( i .e .,  h o rm o n e  tr e a tm e n t,  g e n i ta l  r e a s s ig n m e n t s u rg e ry )?
14. H o w  lo n g  h a s  it b e e n  s in c e  y o u  b e g a n  y o u r  t r a n s i t io n  ( in  y e a r s )?
15. H a v e  y o u  e v e r  e n g a g e d  in  s e lf - in ju r io u s  b e h a v io r  ( i .e .,  c u t t in g , b u rn in g ,  h it t in g , h a i r  p u l l in g ,  
e tc .)?
Q u e s t io n s  a b o u t  th e ra p y
1. H a v e  y o u  e v e r  b e e n  in  t r e a tm e n t/c o u n s e l in g ?
2 . I f  so , w h a t  w a s  y o u r  d ia g n o s is ?
3. H a v e  y o u  b e e n  tr e a te d  fo r  s e l f - in ju r io u s  b e h a v io r s ?
4 . H a v e  y o u  b e e n  p re v e n te d  f ro m  t r a n s i t io n in g  b e c a u s e  o f  s e lf - in ju r io u s  b e h a v io r?





Sorry for the cross posts -  I will send this only once.
I have about one month left in the collection of data for my dissertation. Please take the 
time to complete my survey. Any transgender person who is at least 18 years old can 
participate in the study. Here is the information:
TITLE: Mental Health in the Transgender Community
PRIMARY INVESTIGATOR: lore m. dickey, MA
lore is a female-to-male transsexual and a doctoral student in Counseling Psychology. He 
has been a member of the LGBT community since 1983. He transitioned in 1999. He is 
interested in making counseling and the therapeutic experience safe for all transgender 
clients.
PHONE: (701) 885-1125 
STATEMENT OF RESEARCH
A person who is to participate in the research must give informed consent to such 
participation. This consent must be based on an understanding of the nature and risks of 
the research. This document provides information that is important for this 
understanding. Research projects include only subjects who choose to take part. Please 
take your time in making your decision as to whether to participate. If you have questions 
at any time, please ask.
WHAT IS THE PURPOSE OF THIS STUDY?
You are invited to be in a research study about self-injurious behavior in the transgender 
community because you have indicated that you are trans-identified. The purpose of this 
research study is to gain a clearer understanding of how often transgender individuals 
engage in self-injurious behavior and to document if that behavior is used by mental 
health professionals to stop an individual from beginning/continuing transition. Please 
click the link shown below to participate in my dissertation research project.
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http://www.surveygizmo.eom/s/124285/sknov
I am a doctoral student at the University of North Dakota. I am collecting data on an 
important mental health topic. I appreciate your taking time to complete this online study. 
It should take from 20 to 40 minutes to complete. As a means of saying thank you for the 
time you put into this study, I am offering twenty $100 cash prizes in a raffle that will be 
conducted after the study closes (Fall 2009).
This study has been approved by the University of North Dakota Institutional Review 
Board. Further information about that approval can be found at the study web site.
If you need further information please contact me at (701) 885-1125 or by email 
at: lmdickey.research@gmail.com.
Please feel free to forward this message to others who may qualify for participation.
- lore m. dickey
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LIST OF ONLINE SOURCES FOR RESPONDENTS
Web Site Frequency Percent
Yahoo! 164 25.9
IRB Blog 128 20.3
Facebook 72 11.4
My Husband Betty 58 9.2
Email 46 7.3
Google 32 5.1
Forum SA 24 3.8
FetLife 23 3.6
Laura’s Playground 16 2.5
LiveJoumal 11 1.7
Trans Academics 10 1.6
Twitter 10 1.6
Ravelry 6 0.9
National Sexuality Resource Center 5 0.8
TM NL 5 0.8
AOL 4 0.6
Forum TS 3 0.5
FTM Comm 3 0.5
Gaysir 2 0.3
Ingersoll 2 0.3
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